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Abstract of Council Actions 
Meeting of June 11, 1961 


> IMPARTIAL MEDICAL TESTIMONY IN STATE COURTS APPROVED 


It was announced that the Illinois Supreme Court unanimously approved 
Rule 17-2, providing for impartial medical testimony in the state courts. 
This was recommended by the Illinois State Medical Society as a move to 
speed damage suit trials. 

As in the case of the federal courts, a panel of highly qualified spe- 
cialists will be maintained by ISMS. From this panel, the state courts and 
the litigants’ lawyers may draw physicians to testify in damage suits. The — 
plan in the federal courts has proved highly satisfactory. 


> COMMITTEES FOR COMING YEAR APPOINTED 


Committee appointments for the coming year were made by the Council. In 
some instances, the work of committees was combined. A few committees also 
were dropped because their work had been completed. In general, appointments 
were made to assure active participation when any committee met to deal with 
problems of the Society. 


» SPOKESMEN FOR ANDERSON-KING HEARING NAMED 


Dr. Edward W. Cannady, East St. Louis, chairman of the Committee on 
Aging, was named to represent the Society at hearings in Washington on the 
Anderson=King Bill, which ties medical care of the aged to the social se- 
curity system. Dr. H. Close Hesseltine, Chicago, immediate past president, 
was named as alternate. 


> SPRINGFIELD OFFICE COMMITTEE REACTIVATED 


The activities in the Springfield office have increased beyond expec=- 
tations. As a result, the Society may be faced with the need for increased 
space. A committee, consisting of Dr. Harlan English, Danville, chairman; 
Dr. Harry Mantz, Alton, and Dr. Jacob E. Reisch, Springfield, was reacti- 
vated with instructions to consider possible needs as they arise. : 


Reports were made that the Sangamon County Medical Society, the Saline- 
Pope-Hardin Counties Medical Society, and 12 other counties have used news- 
papers, radio, and television advertising from the ISMS kit to arouse public 
interest in support of SB 197 (Kerr-Mills implementation), pending in the 


Legislature. 


> PROBATIONARY MEMBERSHIP RECOMMENDATION REFERRED 


Council referred to the Committee on Constitution and Bylaws for study 
a recommendation from the DuPage County Medical Society that a special pro- 
bationary membership be established for physicians who have passed state 
examinations but who are not citizens. This would permit such physicians to 
be part of organized medicine until they are eligible to qualify for citi- 
zenship. 


> COUNTY SOCIETIES ADVERTISE KERR-MILLS PROGRAM 


> REPORT ON HOME CARE FACILITIES 


Dr. H. Close Hesseltine, Chicago, reported that he, Dr. Henry Wilson, 
Peoria, and Mr. Roger White, staff director, had attended a regional work- 
shop on home care in Chicago, May 24-26, sponsored by the AMA. “Home Care" 
was defined as a coordination of medicine and medical services to provide 
these services in the home as a supplement to hospital and nursing home care 
in order to promote convalescence, recovery, and rehabilitation. 

Dr. Hesseltine said there are four home care programs available in met- 
ropolitan Chicago and one in Peoria, and that Visiting Nurses Association 
movements existed in several parts of the state. It was suggested that the 
Illinois State Medical Society, Illinois Hospital Association, Illinois 
Public Health Association, and possibly the Illinois Nurses Association 
should be concerned in this movement. 


The survey of the members concernir; their views on social security 
for physicians was referred to a new committee on medical economics for im- 
plementation. The results are to be reported to the ISMS and AMA House of 


Delegates. 


The new Committee on Medical Economics was directed to make a study of 
tax deferred retirement programs and to come up with recommendations. These 
recommendations will be submitted to the House of Delegates for approval 
at its next meeting or by vote through the mail if earlier action is desired. 


In accordance with the House of Delegates instructions, the Council di- 
rected the Committee on Relative Value (formerly Committee on Medical Eco- 
nomics) to proceed with the development of a "relative value index" for Il- 
linois. The committee's recommendations will be submitted to the House 
of Delegates for approval before general distribution to members. 


Council voted to recommend to Governor Kerner that he fill two vacan- 
cies on the Illinois Public Aid Commission by the appointment of Mrs. Ber- 
nice T. Van der Vries, former legislator, and Dr. Edward A. Piszczek, Chi- 
cago, chairman of the Council, who is not in private practice. 


» ESTABLISH SECTION ON NEUROLOGY AND PSYCHIATRC 


A Section on Neurology and Psychiatry was established by the Council. 
A special program on that subject at the last annual meeting was well re- 
ceived, it was reported. 


Council approved emeritus status for Dr. John W. Long, Robinson (Craw- 
ford County). The following were elected retired members: Drs. Frank L. 
Chenoweth, Mason City (Mason County) ; Philip B. Marquart, Chattanooga (Du- 
Page County), and Gustave F. Schmidt Sr., Robinson (Crawford County). 


> POLL ON SOCIAL SECURITY FOR PHYSICIANS REFERRED : 
Vi 
> COMMITTEE TO STUDY TAX DEFERRED RETIREMENT PROGRAM 
. > RELATIVE VALUE INDEX DEVELOPMENT UNDER WAY 
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ORAL ALLERCUR REACHES 
THE SKIN IN 10 MINUTES’ a 
FOR PROLONGED RELIEF a 
Allercur is the systemic answer to a derma- a 
tology problem. This single agent provides a 
fast, prolonged relief of itching, both allergic _ 
and nonallergic, with only 2 to 4 tablets daily 
—without timed-release devices. Drowsiness * 
and other side effects are of low degree. Un- a 
like topical preparations, Allercur frees the a 
patient of messy, inconvenient local applica- 
tion. Many risks of systemic phenothiazine a 
and glucocorticoid therapy are decreased. a 
Effective: “An excellent or good antipruritic a 
response occurred in 69 patients (79.5%). No bem 
toxic reactions occurred and there were virtu- i 
ally no side effects. Particularly notable were | 
the absence of drowsiness and the rapidity c 
with which the remission of itching occurred.”2 i 
Allercur is also effective in the management | 
of conditions such as nasal allergy, including 
seasonal hay fever. a 
CAUTION: If drowsiness occurs, patients should i 
avoid activities demanding alertness. “a 
AVERAGE DOSE: 2 to 4 tablets daily in divided doses. 
SUPPLIED: Tan, scored tablets, each containing 20 ‘is 
mg. clemizole HCI, in bottles of 100. Pho 
REFERENCES: 1. Kimmig, J.: Hautarzt 3:414 (Sept.) 1952. | 
2. Butler, P.G.: Western Med. 1:16 (Nov.) 1960. | 
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How new Dianabol 


rebuilt muscle tissue 


in this underweight, convalescent patient 


Patient was weak and emaciated 
before Dianabol. R. C., age 51, 
weighed 160 pounds following sur- 
gery to close a perforated duodenal 
ulcer. His convalescence was slow 
and stormy, complicated by pneu- 
monia of both lower lobes. Weak 
and washed out, he was considered 
a poor risk for further necessary 
surgery (cholecystectomy). Because 
a conventional low-fat diet and mul- 
tiple-vitamin therapy failed to build 
up R. C. sufficiently, his physician 
prescribed Dianabol . 
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Patient regains strength on Dianabol. 
In just two weeks R. C.’s appetite 
increased substantially; he had gained 
914 pounds of lean weight. His mus- 
cle tone was improved, he felt much 
stronger. After 4 weeks, he weighed 
176 pounds. Biceps measurement 
increased from 10” to 1142”. For the 
first time since onset of postopera- 
tive pneumonia, his chest was clear. 
Mr. C.’s physician reports: “He 
tolerated cholecystectomy very well 
and one week postop felt better than 
he has in the past 2 years,” 


Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, 
Dianabol builds lean tissue and re- 
stores vigor in underweight, debili- 
tated, and dispirited patients. In 
patients with osteoporosis Dianabol 
often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol 
has been proved 10 times as effec- 
tive as methyltestosterone. Yet it has 
far less androgenicity than testos- 
terone propionate, methyltestoster- 
one, or norethandrolone. 

Because it is an oral preparation, 
Dianabol spares patients the incon- 
venience and discomfort of paren- 
teral drugs. 

And because Dianabol is low in 
cost, it is particularly suitable for the 
aged or chronically ill patient who 
may require long-term anabolic 
therapy. 


Supplied: Tablets, 5 mg. (pink, 
scored); bottles of 100. 


Dianabol 


(methandrostenolone CIBA) 
converts protein to 
working weight in wasting 
or debilitated patients 


For complete information about Dianabol 
(including dosage, cautions, and side effects), 


see Physicians’ Desk 
Reference or write 
CIBA, Summit, N, J. 2/2szone-2 new 
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The Month in Washington 


American Medical Association supported 
the Kennedy Administration’s proposal to 
provide $750 million in matching funds for 
construction of medical, dental, public health, 
and osteopathic schools. 

In a letter to Sen. Lister Hill (D., Ala.), 
Chairman of the Senate Labor and Public 
Welfare Committee, Dr. F. J. L. Blasingame, 
executive vice president of the AMA, said; “As 
an Association of 179,000 practicing physicians, 
we are vitally interested in maintaining the 
high quality of medical education in the United 
States because of its direct relationship to 
medical care. For over a century, the American 
Medical Association has been actively and ef- 
fectively engaged in the improvement of medical 
education in the United States. It can now be 
said that medical education in this country is 
superior to that found anywhere else in the 
world. It is not a coincidence that the improved 
standards of medical care in the last half century 
saw the elimination of sub-standard medical 
schools and diploma mills which had been turn- 
ing out graduates in large numbers. This im- 
provement in medical education is the result of 
the vigorous efforts of this Association and other 
interested organizations. 

“We strongly believe that increased attention 
must be given to the adequacy of physical 
facilities, the availability of qualified instructors, 
and the availability of teaching material and 
patients for the clinical phases of medical 
education if high standards of medical education 
are to be maintained. Any attempt to increase 
the number of medical students without regard 
to these conditions will result in a lowering of 
the standard of medical education. We are of 
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the firm conviction that increase in the physical 
facilities available for medical education should 
be given priority at this time over any other 
federal legislation in the field of medical 
education. 

“We believe that there is need for assistance 
in the expansion, construction, and remodeling 


‘of the physical facilities of medical schools and, 


therefore, a onetime expenditure of federal funds 
on a matching basis, where maximum freedom 
of the school from federal control is assured, is 
justified.” 

The AMA opposed a provision that might 
encourage medical schools to expand too rapidly. 
Dr. Blasingame said, “It is quite possible that 
a forced increase in freshman enrollment would 
be detrimental to the quality of medical ed- 
ucation.” 

The Association did not take a position on 
the provision of the Administration legislation 
that would provide federal scholarships to 
medical students. However, Dr. Blasingame 
described to the senate committee AMA’s new 
medical scholarship and student loan programs. 

The General Accounting Office found the 
Defense Department’s Medicare program being 
conducted generally “in a satisfactory manner” 
but recommended some changes to correct what 
it considered “important deficiencies.” 

The Army, which administers the program of 
medical care for dependents of members of the 
armed services, took steps to put into effect 
most of the recommendations of the GAO, 
which audits federal spending for Congress. 

However Medicare officials rejected a GAO 
proposal for a change in physician fees. “Our 
review disclosed that physicians’ claims for 

(Continued on page 22) 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of ‘new and different” drugs 


9 does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term therapy 


A does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50, Also as MEPROTABS*—400 mg. a 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 


*TRADE-MARK meprobamate (Wallace) 


(ff WALLACE LABORATORIES / Cranbury, N. J. 
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ATTENTION !! 


Members of the 
ILLINOIS STATE MEDICAL SOCIETY 


Make certain you review 
the Special mailing describing the 
$10,000 INDIVIDUAL OR FAMILY 
MAJOR HOSPITAL AND NURSE 
EXPENSE PLAN 
Available to You 
as a member of the Society 


AUGUST Ist 
is the ANNIVERSARY DATE OF THIS 
PLAN — Please mail your applications to 


PARKER, ALESHIRE & COMPANY 


Administrators 
175 W. Jackson Blvd., Chicago 4, Illinois 


THE SILVER HILL FOUNDATION 


New Canaan, Connecticut 
announces 


THREE-YEAR RECIDENCY TRAINING 
PROGRAM IN PSYCHIATRY 


Approved by the American Medical Association 
and the American Board of Psychiatry and Neu- 
rology. 


Affiliated with Departments of Psychiatry and 
Neurology of the College of Physicians and Sur- 
geons, Columbia-Presbyterian Medical School, 
New York City. 


lst year spent at Medical Center, New York, 
N.Y. 2nd and 3rd years at Silver Hill, New Cana- 
an, Connecticut. Applicants also considered who 
have completed one year or more of training else- 
where for our second or third year program. 


Emphasis placed on training of physicians for 
private practice of psychiatry, under experienced 
preceptors, Board Diplomates, with teaching 
background. 


Generous compensation, opportunities for perma- 
nent staff appointment. Only outstanding appli- 
cants accepted. 


For further information and application form, 
write: William B. Terhune, M.D., Medical Di- 
rector, The Silver Hill Foundation, Box 1177, 
New Canaan, Connecticut. 


WASHINGTON (Continued) 


medical care are, in general, significantly higher 
in states where maximum fees are made known 
to physicians than in those states where maxi- 
mum fees are not made known,” the GAO re- 
ported. “We estimate that there is an additional 
cost of as much as $3 million to $4 million 
annually as a result of maximum fees, rather 
than normal fees, being charged in the states 
where fee schedules are distributed to the 
physicians.” 

The GAO recommended that lower fixed fee 
schedules be negotiated for states where a high 
percentage of physicians claims are for maxi- 
mum allowable fees “subject to being raised only 
on the basis of clearly supported evidence of 
higher normal fees.” If lower fees cannot be 
negotiated, the GAO said, efforts should be made 
“to have the state medical society or other appro- 
priate parties accept the responsibility for de- 
termining that physician claims are generally 
not in excess of their normal charges.” 

The GAO further recommended that “phy- 
sicians be required to certify on each claim that 
the amount billed does not exceed the physician’s 
normal fee for the medical care furnished.” 

The Army disagreed, saying that it believed 
“the present contracting concept is the most 
suitable to meet the requirements and is in the 
best interests of the government.” 

The AMA noted that it had held from the out- 
set that “fixed fee schedules would result in a 
more expensive program than if physicians were 
permitted to charge their normal fees.” Fixed 
fee schedules call for some fees above some so- 
called normal fees and others below average fees, 
and the AMA feels physicians tend to “balance 
out” by using fees listed in the fixed fee schedule. 

Medicare was started December 7%, 1960. 
During the first four years of the program, $130 
million was paid to civilian doctors and $133 
million to civilian hospitals for care of 1.1 
million military dependents. Maternity cases 
accounted for about half the total. 

Medicare has asked Congress for $73.2 million 
for the fiscal year 1962 beginning this July 1. 
This is a $6.9 million increase over Medicare’: 
current budget. The increase is needed, Medicare 
said, because of more military dependents eligible 
for the program’s benefits and increases in the 
costs of service. 
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Current Problems Facing Medicine 


Epwin 8. M.D., Kankakee 


It would be misleading not to admit at this 
time that I am moved as well as pleased. Any 
man who has spent almost 50 years in the 
practice of medicine and has been a member of 
this House for 30 years could not help being 
elated and grateful for elevation to the presidency 
of the Illinois State Medical Society. And I hope 
that my wife feels the same way and will continue 
to do so the coming year. 

The past year has been spent principally in re- 
organizing the Illinois State Medical Society. 
Your officers, and especially your president, H. 
Close Hesseltine, and the chairman of the 
Council, Edward Piszezek, have given liberally 
their time and ability to perfect the new organi- 
zation, which we see in action for the first time 
at this annual meeting. 

Our organization is now complete, or nearly 
so, and only minor alterations and additions 
should be needed in the coming year, after we 
have had the “shakedown cruise.” One or both 


Presidential Address delivered before the House of 
Delegates at the Annual Meeting of the Illinois State 
Medical Society, May 18, 1961. 
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of our chief officers have attended all the district 
meetings to explain the new organization set-up, 
under the executive administrator, Mr. Robert L. 
Richards. Collectively they have done an excellent 
job, and I wish to publicly voice my appreciation 
of their work the past year. 

Now it becomes our responsibility to take a 
look at some of the current and future problems 
facing medicine today. 

The first of these is to make good medical care 
available to all citizens of Illinois, regardless of 
race, color, creed, or financial responsibility. This 
can be accomplished only when all our members 
rededicate themselves to give such care to every 
citizen of Illinois. Service must be prompt, 
adequate, and kind. It must have T.L.C. quality 
—that is, tender, loving care—wherever and 
whenever needed. This is a responsibility of all 
medical practitioners, specialists as well general- 
ists. Every practitioner, regardless of his special 
interest in medicine, should be available for the 
acutely ill, especially in emergencies. 

This is particularly true for many of the 
elderly who in our present impersonal society 
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have been denied this tender, loving care. The 
medical profession should return to the image 
of the horse-and-buggy doctor who, while ad- 
ministering to his patients’ physical ills, was 
also their father confessor. This latter service is 
frequently the most important factor in their 
medical care. 

We must make adequate care available to our 
senior citizens. We feel that this can best be done 
by Health Insurance and implementation of 
the Kerr-Mills Bill by our state legislature. We 
must help to accomplish this by contacting 
directly the senators and representatives from 
our respective districts, explaining to them the 
urgency for appropriate action and our desires 
in the matter. 

We must perfect our liaison with members of 
other professions, especially the dentists, pharma- 
cists, lawyers, and veterinarians. Also we must 
establish and maintain good public relations 


with such nonmedical groups as the farmers, . 


industry, and organized labor. We must in- 
doctrinate them in our opinions and desires, and 
the sincerity of our position on making adequate 
care available to all. 

We must help to preserve freedom of the indi- 
vidual man, the layman as well as the physician, 
in this disturbed and apprehensive world. 
Freedom is our most precious possession, and we 
must guard it jealously and militantly wherever 
and whenever it is in danger. This danger is 


Fastest with the mostest 


It is fortunate that in this area of short term 
treatment the antiphlogistic action of the 
steroids does not bring us into the risk of un- 
desirable hormonal effects, Cushing’s syndrome 
or other. For pharmacologic effects in contrast to 
hormone or endocrine effects, we have an amaz- 
ing range of dosage which we can use safely for 
this five to seven day period. We can increase 
it many fold over hormonal doses in most in- 
stances, and in getting this anti-inflammatory 
reaction one wants to be sure that the dose is 
large enough. In the presence of infection one 
must add antibiotic therapy for the underlying 
disease process, e.g., in tuberculosis, gram nega- 


often camouflaged by high-sounding phrases and 
promises. Remember freedom can be lost piece- 
meal as well as all in one action. Once lost 
it is seldom recovered. I would like to close with 
this creed, written by Dean Alfange: 


I do not choose to be a common man. It is 
my right to be an uncommon man — if I can. 
I seek opportunity, not security. I do not wish 
to be a kept citizen, humbled and dulled by 
having the state look after me. I want to take 
the calculated risk; to dream and to buiid; 
to succeed and to fail. I refuse to barter in- 
centive for a dole. I prefer the challenges of 
life to the guaranteed existence; the thrill of 
fulfillment to the stale calm of utopia. I 
will not trade freedom for beneficence, nor my 
dignity for a handout. I will never cower 
before any master nor bend to any threat. It 
is my heritage to stand erect, proud and un- 
afraid; to think and act for myself, enjoy 
the benefits of my creations and to face the 
world boldly and say, “This I have done.” 
All this is what it means to be an American. 


Again I thank you on behalf of my wife and 
myself for the honor accorded me today. I believe 
I know the problems of medicine, and I assure 
you that I will give you the best I am capable of 
during the coming year. I hope to transfer to 
my successor a year from now an organization 
stronger and more united than it is today. 


tive rod septicemia, and so on. For all of these 
acute infectious processes we do not have a spe- 
cific therapy, but where one is recognized it is 
essential that antibacterial agents be combined 
with the steroids. 

With massive short term steroid therapy it 
appears possible occasionally to save an eye, save 
a liver or save a life from death by anaphylaxis. 
We can use tremendous doses if we will combine 
the specific therapy with the non-specific phar- 
macological effects—I am not talking about 
hormone effects or replacement therapy in this 
zone. If we are able to stop steroids after a few 
days, we are staying out of trouble. Leslie W. 
Whitney, M.D. Panel Discussion on the Use of 
Steroids. Delaware M. J. April 1961, 
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Human Factors 


In Jet and Space Flight” 


Lr. CoLoneL CHARLES A. Berry, USAF, MC,+ Washington, D.C. 


W E HAVE THE privilege of living in an ex- 

citing age, perhaps the most exciting and 
rapid-changing in world history. It seems only a 
short time ago that much of the public was travel- 
ing by horse and horseless carriage ; now many fly 
in jet airliners. Recently a man was rocketed 
into space both here and abroad, and someday 
spaceliners will traverse the silent void of space. 
The new specialty of aerospace medicine is vitally 
concerned with the health and well-being, and 
thus the care and protection, of man in flight in 
air or space. 

Any flight, whether a few hundred feet or a 
few hundred miles above the earth’s surface, 
places man in an environment for which he was 
not designed. The constant enemy is not disease 
caused by bacteria or virus, but the environment. 
Our job is the preparation of man for flight in 
this alien environment; and much of it becomes 
preventive in nature, for after-the-fact treatment 
in many cases is too late. The results of environ- 
mental encounter must be anticipated, explored, 
and tested, and protection provided. This care 
and protection encompasses all of the pilot’s 
activities, whether they be in the community, 
on the flight line, or flying in air or space 

Some comment about the title is appropriate. 
It implies a broad area of coverage and indeed 
a book of this title was just published’. When one 
thinks of human factors today, all too often only 
human engineering or psychological pursuits are 
considered. Here, as in the book, the term is 
used to include the entire medical team approach 


*Oration in Medicine presented at the 121st Annual 
Meeting of the Illinois State Medical Society, May 17, 
1961. 

tFrom the Aerospace Medicine Division, Office of 
the Surgeon General, USAF. 
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to the man who flies ; so perhaps medical problems 
of jet and space flight would be better termi- 
nology. 

A recent International Air Transport Associ- 
ation (IATA) Conference was concerned with 
the problems of developing a supersonic air 
transport. This vehicle will travel at Mach 2 
to 3 (2 or 3 times the speed of sound) and at 
altitudes of 50,000 to 75,000 feet. Such a vehicle 
is a tremendous undertaking and will be flying 
at what may be called space-equivalent altitudes. 
Thus we may discuss many of our jet and space 
problems together. 

As might be suspected, the old enemy, En- 
vironment, is also responsible for most of the 
problems encountered or anticipated in manned 
space flight and supersonic jet flight. Today I 
would like to discuss some of the medical im- 
plications of this environment. These problems 
may be generally divided into those developing 
as a result of altitude or distance from the earth’s 
surface, such as hypoxia and dysbarism, and 
those which are not directly a result of altitude, 
such as weightlessness and isolation. Some limit 
must be declared, and so the various problems 
will be briefly discussed with emphasis on only 
a few. 

The air envelope and the space outside it are a 
continuum called the aerospace. The medical 
problems met in space flight are for the most part 
merely an extension of those known in aerial 
flight. This can best be illustrated by a dis- 
cussion of space-equivalent altitudes. These are 
altitudes, many well within the flight envelopes 
of current aircraft, at which the effect of some 
environmental hazard is as severe as it would be 
in actual space. The area from sea level to 50,- 
000 feet is frequently termed the zone of physi- 
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ological insufficiency, for even here man must 
have certain equipment to maintain his normal 
physiological functions. The area extending 
vertically from 50,000 feet to 120 miles is termed 
the partially space-equivalent area, for here 
many of the environmental factors produce physi- 
ological responses as severe as those encountered 
in space. Above the 120 mile level all conditions 
may be considered totally space-equivalent for 
man. Thus we see the geophysicists or astron- 
omers definition of space as beginning at the 
600 mile level has little significance for man, 
for he is beset by the many astronautical problems 
long before that altitude is reached. Let us now 
take a closer look at some of these space- 
equivalent altitudes. 

The environment at sea level is the blanket 
of air — the atmosphere — providing pro- 
tection for man’s rather delicate physiological 
functions. As we ascend toward the flight level 
of supersonic transport, we have less and _ less 
of this protective blanket, and thus our environ- 
ment is drastically altered in the 50,000 to 
70,000 feet area*. The tolerance levels are some- 
what forgiving at conventional aircraft flight 
levels, but at the altitudes of the supersonic 
transport and the space vehicles there is virtu- 
ally no margin for error. 


Pressure 


The most obvious environmental change noted 
at 50,000 feet is the tremendous reduction in 
atmospheric pressure to only 87.3 mm. Hg or 
1.69 psi. At 60,000 feet it is further reduced 
to 54.1 mm. Hg or 1.05 psi, and at 70,000 feet 
to 33.6 mm. Hg or 93.52 psf (Ibs./ft?). This low 
pressure is not sufficient for man’s physiological 
needs, and several important problems are thus 
created. In order of occurrence, they are decom- 
pression with its physical effects and resulting 
hypoxia, anoxia, dysbarism, and ebullism. 


Decompression 


Though it is not directly related to a space- 
equivalent altitude, the subject of decompression 
is pertinent to our discussion. It is common 
knowledge that in order to maintain a habitable 
cabin environment current airliners compress 
the ambient air to create pressure differentials 
of rather significant values across the cabin 
walls. Some typical jet airliners have pressure 
differentials in the 8.2 to 8.7 psi range. While 


this pressure allows a comfortable and safe 
cabin altitude (approximately 6,700 feet), it 
also creates a hazard of loss of this pressure 
and sudden exposure to ambient altitude. At 
60,000 feet a pressure differential of 9.06 psi 
would be necessary to maintain the cabin at 10,- 
000 feet and 9.86 psi to maintain 8,000 feet, 
which would be more desirable. Rapid decom- 
pression would expose the occupants to physical 
injury, hypoxia, anoxia, dysbarism, and ebullism. 
Such decompressions have occurred with dis- 
couraging frequency and are due to loss of 
hatches, canopies, doors, astrodomes, windows, 
and to failure of the compressor system. Massive 
structural failures, as in the Comet, would be 
disastrous and must be prevented. This has been 
accomplished by using the “tear-stop” design. 
Attempts to preclude total pressure loss have 
been made by use of multiple compressors and 
fail-safe pressure valves. Designers have also 


‘ created doors and windows which are plug- 


shaped to stop outward loss of these structures. 
Audible signals of pressure loss and rapid descent 
of the aircraft are also safety measures currently 
in use. Oxygen masks which are presented 
automatically are also at long last standard 
equipment on the jetliners. 

The magnitude and the rate of the decom- 
pression are determined principally by the 
pressure differential between cabin and outside, 
the size of the cabin, and the size of the opening 
through which the cabin is decompressing. A 2’ 
X 2’ opening in a fighter aircraft would be of 
considerably more concern than the same opening 
in the fuselage of a jetliner. There have been 
many inflight decompressions in our fighter- 
type aircraft, but the low pressure differentials 
(2.5-5.0) have prevented physical damage. These 
low differentials are made possible by the use 
of oxygen equipment and/or pressure suits. 

The large jetliners offer protection by the size 
of the cabin slowing the time of decompression. 
If the airway is open, there should be no dif- 
ficulty following such a rapid decompression. 
It is possible to render the situation more 
hazardous by speeding the decompression and 
having a closed glottis that interferes with 
escape of the expanding gases in the lungs. 
One death has occurred in the altitude chamber 
from an individual holding his breath during 
a decompression from 8,000 to 22,000 feet. The 
expansion of saturated (with water vapor) body 
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gases at altitudes of 50,000 to 60,000 feet is a 
cause of some concern. 

The relative expansion of a saturated gas at 
37 C. (body temperature) is determined by 
using the following formula: 

V. = P, — 47 
Vi & 


ratio between the final volume of gas 


(V2) and the initial volume (V3) ; 

the initial pressure ; 

the final pressure; and 

the pressure of water vapor at body 

temperature expressed in millimeters 

of mercury. 
By using this formula, a decompression from 8,- 
000 to 50,000 feet would produce a gas expansion 
of 12:1; and if the decompression were carried 
to 80,000 feet, it would be 80:1. These ratios are 
for unopposed expansion and would be modified 
by tissue resistance. The initial quantity of gas 
is of great importance in such situations, for the 
large quantity in the intestinal tract could pro- 
duce great pain. Small amounts expanding 
in very sensitive or critical areas would also 
pose a problem, however. 

The two important factors in estimating the 
hazard are the relative gas expansion (RGE) 
and the time of decompression. The latter is 
determined by the following equation: 


t = 0.22 (V/A)V (P-B) 
B 


where: 

= volume of pressurized cabin in cubic 
feet ; 
cross section area caused by structural 
failure, in square inches; 
cabin pressure in mm. Hg; and 
actual flight altitude pressure in mm. 
Hg. 


The maximum tolerable decompression con- 
ditions for man can be plotted in terms of RGE 
and time of decompression. The line so de- 
termined would represent a maximal design limit 
for tolerable decompressions including a margin 
of safety. It is always important in discussing 
man’s tolerances to emphasize that the engineer 
must not design to man’s tolerances but to his 
comfort level. - 
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Hypoxia and anoxia 

Oxygen comprises 21 per cent of the available 
pressure at sea level and therefore has a partial 
pressure of approximately 159 mm. Hg. When 
this pressure drops below 109 mm. Hg (found 
at 10,000 feet), there is not enough force to 
drive the oxygen across the lung membrane in 
sufficient quantity to maintain the body’s needed 
supply. This results in a condition termed 
hypoxia. The physiologic effects of this condition 
are well known to airmen and are not consistent 
with flying safety. Blurring of vision, diminished 
night vision, faulty judgment and poor co- - 
ordination, headache, dizziness, and eventually 
unconsciousness result. The decreased night 
vision may be noted at altitudes as low as 5,000 
feet, and other symptoms develop in the un- 
protected shortly after 10,000 feet is reached. 
Both military and civil aviation have long recog- 
nized this problem; there are firm rules con- 
cerning the use of supplementary oxygen supplied 
by mask and regulator and, in military aviation, . 
by pressure suits at altitudes in the 50,000-foot 
range. 

The current jetliners have automatically 
presented oxygen masks available for passengers, 
and the crew has masks constantly available and 
one crewmember on oxygen when flying at 
altitudes above 35,000 feet. There has been con- 
siderable controversy concerning the amount of 
oxygen which should be available on such flights 
and, also, when and by whom it should be used. 
The current Federal Aviation Agency regu- 
lations, based generally on the recommendations 
of ARP-505 of the Society of Automotive 
Engineers committee on oxygen, are sound and 
have ample experimental evidence to support 
them. 

Barron® studied 154 subjects who were de- 
compressed from 8,000 to 30,000 feet in 12 
seconds. The time of useful consciousness (TUC) 
at 30,000 feet with subjects at rest in an ideal 
environment is from 40 to 74 seconds. Some 40 
per cent of these subjects had used oxygen 
equipment previously; and still their mask- 
donning time increased with delay in descent 
from 30,000 feet until, with 60-second delay, 
they were unable to don their masks at all. With 
only 20-second delay, 88 subjects experienced 
hypoxia symptoms (lightheadedness, dizziness, 
and faintness), and 11 became confused and 
disoriented. All did apply their masks by the 
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time 15,000 feet was attained, and all recovered 
within 30 seconds of the mask application. 

Bryan* studied experienced aircrews being 
decompressed from 8,000 feet to 40,000 feet in 
15 seconds. TUC’s were difficult to determine, 
but he too found that hypoxia ensued with even 
a 5-second delay. The difference in reaction at 
30,000 and 40,000 feet is marked, and crews 
should be aware of this and not maintain a 
false sense of security due to their response at 
30,000 feet. 

Bennett® exposed 42 airline pilots to unwarned 
decompressions in aircraft between 26,000 and 
38,000 feet, but the cabin altitude never went 
over 30,000 feet. Forty pilots recognized in less 
than 5 seconds that a pressure change had oc- 
curred, and all perceived the change in 10 
seconds. Oxygen masks were hanging in front 
of the pilots on quick-donning harnesses, and 
36 per cent had achieved their use within 10 
seconds and 83 per cent withir 15 seconds. 
Emergency descent was initiated in all cases 
within 5 seconds of mask-fitting. The maximum 
elapsed time for recognition of the emergency, 
fitting of masks, and descent from 38,000 feet to 
10,000 feet was 3.5 minutes. Eight pilots were 
decompressed in the chamber from 8,000 to 40,- 
000 feet, from the ready position. All were able 
to don the masks successfully; but 3 of the 8 
showed signs of impairment of intellectual 
function after only 5 seconds, and 3 out of 4 
showed such signs after 10 seconds. All but one 
recovered within 10 seconds of mask application. 
The one developed gross hyperventilation with 
paresthesia, tremors, and incipient collapse. This 
series also confirms the fact that the individual 
exposed to 40,000 feet must have his mask on if 
he is to avoid hypoxia. The important fact to 
remember is that even experienced personnel 
had difficulty donning an oxygen mask correctly 
after a decompression which further reduced the 
TUC. Among passengers, smoking, drinking, 
the use of medication, and illness may all enhance 
the hypoxia. 

It will be noted that the studies reported are 
concerned only with altitudes of 40,000 feet and 
below. What about 50,000 to 70,000-foot 
domain of the supersonic airliner? At 50,000 feet 
the partial pressure of oxygen is only 18 mm. 
Hg. Of even more importance, the total baromet- 
ric pressure is only 87 mm. Hg, and the lung 
alveoli are occupied by carbon dioxide (40 mm.) 
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and water vapor (47 mm.) to the total exclusion 
of oxygen. Thus exposure to this altitude results 
in anoxia. The time of useful consciousness 
would be limited to the circulation time of lungs 
to brain, or 8 to 12 seconds. It is quite obvious 
that ordinary oxygen mask presentation will be 
of little value at such altitudes unless the decom- 
pression rate can be so slowed that the passengers 
will never be exposed to the full effects of this 
altitude. In space vehicles the astronaut is pro- 
tected first by a sealed cabin life support system 
and, in the event of its failure, by a full pressure 
suit. 


Dysbarism 


Dysbarism may be defined as the symptom 
complex resulting from exposure to reduced or 
changing barometric pressure.® It is an entity 
totally apart from hypoxia and may occur at 
altitudes where the individual is well oxygenated 


“by use of current protective equipment. Current 


evidence indicates that this condition may occur 
at altitudes as low as 22,000 feet; and, indeed, 
death from severe dysbarism has occurred at this 
low altitude. It is difficult to ascertain the exact 
incidence of this condition. Exposures in low 
pressure chambers are not always uniform in 
their rates of ascent, peak altitudes, time at 
altitude, ete.; and cases occurring in flight have 
not been uniformly reported. The incidence 
reported by the USAF Physiological Training 
Program is probably the most reliable, for the 
conditions of exposure and the trainees are most 
uniform here. 

In 441,000 trainees undergoing the standard 
chamber flight to 43,000 feet, approximately 
17 out of every 100 experienced some grade of 
dysbaric symptom. The majority of these were 
trapped gas symptoms involving the ears, sinuses, 
teeth, or abdomen. Less than 1 of every 100 
persons experiencing dysbarism symptoms 
requires hospitalization; of those who do, 6 of 
every 10 are mild cases, 4 are severe, and 2 die. 
Recently there has been a marked increase in 
inflight cases in the USAF. The majority of 
these involve the T-33 aircraft, but all involve 
jet aircraft flown at altitudes in excess of 20,000 
feet with faulty pressurization systems for one 
reason or another. 

The time of exposure at these altitudes need 
not be great, for in a group of severe chamber 
reactors it was noted that 90 per cent had been 
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exposed to altitudes of 30,000 feet or over for 
only 20 minutes or less. The basic etiology of 
this condition seems to be the evolution of nitro- 
gen bubbles with undetermined roles played by 
vasospasm, blood sludging, and perhaps fatty 
livers and fat emboli. The majority of the severe 
cases fall among those past 35 years old who 
tend to be obese. Treatment still tends to be 
symptomatic, though the use of compression 
chambers to greater-than-atmospheric pressure 
in several recent cases appears to be very effective 
if initiated early enough. Dysbarism could then 
become a real problem if the aircraft were to 
survive the initial decompression and _ reach 
altitudes where oxygen equipment would provide 
hypoxia protection. 


Ebullism 


This could be simply defined as the “boiling” 
of body fluids without the addition of heat. At 
63,000 feet the total pressure is equal to that of 
water vapor, and thus the only deterrent to 
body fluids “boiling” is the pressure exerted by 
body tissues. The exact altitude may vary due 
to body temperature and the solutes in the fluids. 
Water vapor has been observed in the thorax 
of animals at altitudes as low as 61,000 feet; 
and,. indeed, a beaker of actual blood may be 
made to “boil” in the altitude chamber at this 
altitude by varying the temperature. It is obvious 
that some device such as the pressure suit is 
mandatory for protection against this condition. 
Structural and systems reliability become even 
more important; however, other countermeasures 
must also be considered. 


Suggested solution 


In view of the foregoing statements, we con- 
not afford to allow total decompression of the 
supersonic airliner. Unfortunately, no engineer, 
however well-meaning, can absolutely guarantee 
his aircraft against rapid decompression. There 
has been an unhealthy dependence on rapid 
descent and a constant attempt by both military 
and civilian aircrews. and agencies to go ever 
higher with less and less protective equipment 
in use or immediately available. This trend must 
be reversed, for there is no room for error. at 
altitudes of 50,000 to 70,000 feet. 

If the engineer is successful in using com- 
partmentation, multiple compressors, and the 
like, and thereby limiting the extent of decom- 
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pression and affording more time for descent, 
pressure-demand oxygen equipment will be of 
some value and should certainly be available. 
In addition, however, full consideration should 
be given to the incorporation of some form of 
automatically-actuated, individual capsule at 
each passenger and crew station. This is 
admittedly expensive in both coin and weight; 
but if we are to avoid returning an aircraft with 
dead passengers aboard, this must be considered 
as a possible solution to the above problems at 
these critical altitudes. 

An additional controversial suggestion is the . 
deletion of windows from this type of aircraft. 
This would provide a further safety factor, and 
perhaps movies or other diversions might be used 
as psychologic substitutes. 

It should also be obvious that crewmembers 
of any supersonic air transport must receive 
detailed physiologic indoctrination including 


exposure in the altitude chamber. 


Ozone 


One of the known atmospheric toxicants of 
current concern is ozone. Spectrographic 
measurements, both in this country and in 
Germany, have revealed an area of increased 
ozone content greatest between 70,000 and 100,- 
000 feet, with the maximum concentration at 
about 85,000 feet, and little or none above 120,- 
000 feet. This ozone is produced by the action 
of ultraviolet light in waves lengths less than 
2,000 Angstroms on ordinary oxygen. The 
atmospheric concentration varies with the season 
and with the geographic location. The concentra- 
tion is lower in the fall and higher in the spring. 
What significance does this hold for man? 

Clamann’ has reported studies on the physi- 
ologic effects of ozone in five human subjects at 
sea level. Though there were great individual 
differences in sensitivity, irritation of the re- 
spiratory tract was observed at concentrations 
as low as 0.6 parts per million (ppm.) for 
exposure times of 30 minutes. Gross changes in 
respiratory function were noted after exposures 
to 6 ppm. for one hour. The toxicity is graphi- 
cally illustrated by comparing the maximum 
allowable concentration (for an eight-hour daily 
exposure for a year) with that of other known 
toxicants. Ozone is 0.1 ppm., while carbon mon- 
oxide is 100 ppm., and phosgene and chlorine 
are 1 ppm. respectively. : 
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The effect of ozone on rubber is well known, 
and intermittent exposure of equipment such 
as oxygen masks to even 1 ppm. for 100 hours 
has resulted in severe deterioration. This points 
up the need to use such ozone resistant products 
as neoprene, the silicones, and hypalon. 
As exposure of ozone to heat for even one second 
will convert it to molecular oxygen, it had been 
hoped that the heat generated in the high-speed 
compressor necessary to maintain cabin pressure 
at altitudes in excess of 50,000 feet would 
destroy the ozone. Unfortunately, the very 
efficiency of these new compressors depends on 
their speed, thus reducing the contact time of 
air with heat to a level where less than 50 per 
cent of the ozone present is destroyed. There is 
then concern that this small concentration will 
be increased by placing it in the cabin atmos- 
phere. Studies to date have been unable to accu- 
rately relate atmospheric concentrations to cabin 
concentrations, and better measuring devices are 
needed. 

At approximately 80,000 feet we reach the 
limit of our compressors to use ambient air to 
produce a habitable cabin atmosphere. We must 
now make a sealed cabin possessing all the 
attributes of the earth which itself might be 
considered a large space ship. There are many 
problems created in providing adequate oxygen, 
proper temperature, control space, and removal 
of carbon dioxide, water vapor, odors and wastes. 
Studies on various parameters of sealed-cabin 
existence are continuing in many laboratories. 
Some of the early ones were done in a small 
chamber at the USAF School of Aerospace 
Medicine. 


Radiation 


Ionizing radiation is of interest to crew and 
passengers of future supersonic transports, for 
there are sources of such radiation in the pre- 
pared flight envelopes of these aircraft, and 
certainly of spacecraft. It has been fairly well 
accepted that there is an increasing intensity 
of cosmic radiation with altitude. Various 
authors have estimated the dosage levels of 
secondary cosmic radiation up to the 60,000-foot 
level, and there is considerable variation. This 
altitude is considered the lowest level to which 
heavy primary particles penetrate. Their energy 
is rapidly dissipated between 100,000 and 66,- 
000 feet thus reducing the hazard. It is difficult 
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to determine accurately the effect of various 
radiation levels reported due to lack of data and 
criteria for determining satisfactory RBE 
(relative biological effect) of the various primary 
cosmic particle components. Hanks* has given the 
following estimates for an aircrewman spending 
80 hours per month all at the given altitudes: 

50,000 feet 460 m rem/yr. (milli roentgen 

equivalent man) 
60,000 feet 570 m rem/yr. 
75,000 feet 600 m rep/yr. (milli roentgen 
equivalent physical) 

If one doubles this dosage to account for the 
effect of primary particles on the cabin 
structure, and thus secondary radiation, you 
obtain 30 m rep/24 hrs. or 1,200 m rep/yr. 
Assigning an RBE of 1 to one-half this dose, 
and an RBE of 5 to the other half, the dosage 
becomes 3.6 rem/yr. This compares very favor- 
ably with the recommended maximum exposure 


- of 5 rem/yr. Jones has attempted to relate radi- 


ation dosages to possible shortening of life span. 
Using Jones’ figures and assuming that our pilot 
spent all his working hours at 75,000 feet for a 
30-year career, he would accumulate 108 rem. 
This would or might result in a 540 days’ or 114 
years’ shortening of the life span. This could be 
compared to smoking 1 to 2 packages of cigarettes 
per day for the same period, and this is estimated 
to reduce the life span by 7 to 10 years. Concern 
has also been expressed over the possible genetic 
effects of exposure to cosmic radiation. Every 
radiation exposure of a population adds to its 
burden of mutations, and most of these are 
harmful. The dosage increment necessary to 
produce a doubling of the natural mutation 
rate has been variously estimated from 3.1 r to 
over 75 r. This would take generations to occur 
and should be of no immediate concern. 

The 120,000-foot level is space equivalent 
also for primary cosmic radiation. There is a 
rather constant secondary cosmic-ray flux at 
ground level, but at altitude the high energy 
particles (80% protons, 19% alpha particles, and 
1% heavy nuclei) produce dense ionization tracts 
in tissue characterized by collision and thin- 
down phenomena. The dose levels present should 
produce no deterrent, however, to low orbital 
flight (less than 500 miles). Recently some new 
radiation belts were described by Van Allen 
from satellite data. These belts are composed 
of either electrons or protons in the earth’s 


Illinois Medical Journal 


3 


magnetic fields forming a band at the equator 
1,400-3,400 miles from the earth’s surface and 
another at 8,000 to 12,000 miles. The estimates 
of radiation level are 10-100 rad/hr. A great 
deal more information is needed about the 
radiation of space before intelligent conclusions 
can be drawn. In order to estimate biological 
doses, the nature, quality, and intensity of the 
radiation need further definition. At present 
it appears that either rapid transit of these areas, 
utilization of the polar escape routes, or ship- 
shielding will be necessary. 

Also at 120,000 to 140,000 feet the ultraviolet 
rays reach their full unshielded potential, and 
protection of the eyes is necessary. 

As we climb to 400,000 feet, we enter the 
domain of the nemesis of all TV space travelers, 
the meteors. There has been much speculation 
and now some data from the satellite. They have 
also been studied by rockets, radio, radar, light 
scattering and photography, and much remains 
to be learned. The chance of a meteor puncturing 
the sealed cabin atmosphere is unlikely, however ; 
more imminent danger results from erosion of 
optical, and heat-collecting and -dissipating 
surfaces. There are multitudinous estimates of 
the probability of a meteorite hit, but the range 
of error is 10°; so we won’t concern ourselves 
with them. Meteorite bumpers may be used in 
the design of spacecraft to offer protection. 

Let us now turn to problems not related to 
altitude. Space flight is achieved by using a 
propulsive force sufficient to overcome the force 
of gravity and the inertia of the vehicle. This 
thrust implies exposure of the space vehicle 
occupant to accelerative force. This too is no 
new problem, for it is encountered in aircraft 
flight. The magnitude of the accelerative loads 
do differ, however. Approximately 828 g. seconds 
of exposure are required for orbital velocity and 
1152 g. seconds for escape velocity. The im- 
portant variables in discussing any accelerative 
effects are (1) the direction of the force with 
respect to the long axis of the body; (2) 
position of the body with respect to its long 
axis; (3) initial rate of application of force to 
attain peak or constant value; (4) the g.-time 
curve of force times duration; and (5) the 
resistance of the body to hydraulic displacement 
by muscular constriction or applied counter- 
pressure. Human responses to the calculated g. 
loads necessary to achieve orbital and escape 
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velocities have been studied on the centrifuge. 
They were best tolerated with the subject tilted 
forward at 65°. Three successive 12 g, peaks can 
thus be tolerated at transverse g. The re-entry 
profiles can also be tolerated in this position. Re- 
cent studies have concentrated on smaller acceler- 
ations (3 g.) for prolonged periods (2 days). 
Much more information is needed on mixed g. 
fields and spin or tumbling in a g. field. 

Lack of “g.” or weightlessness is an interesting 
phenomenon resulting from speed. It has been 
studied for brief periods (15 to 60 seconds) in 
the C-131 and F-100F aircraft in parabolic 
flight maneuvers. In the confined fighter type - 
cockpit performance (hitting a target ring), 
eating, drinking, and urination have been 
studied. Difficulties experienced with liquids 
behaving like mercury in the weightless state 
have emphasized the need for squeeze bottles 
for drinking. It is possible to eat and to urinate 
while weightless. In the larger C-131 cabin, 
motility in the weightless state has been studied. 
Most subjects find themselves somewhat dis- 
oriented but enjoying it. It must be emphasized 
that the periods of weightlessness have been 
brief and preceded and followed by variations 
in the g. field which make it difficult to draw 
valid conclusions. We must await the first 
orbital manned flights to give us substantial 
information on this fascinating subject. 

The mental stress of space flight may be much 
greater than the physical ones. Alteration of 
normal diurnal rhythms, reduced sensory input, 
channelized attention, and the acute requirement 
for constant vigilance create a formidable array 
of possible problem areas. These are being studied 
in the laboratory, and efforts are being made to 
anticipate and prevent as many of them as 
possible. The response of the astronaut to sound- 
less, dark isolation is noted, but this is unrealistic 
for we will have no such spaceships. 

The response of man to noise has been well 
studied, and we know that levels of 130 decibels 
produce aural pain. The launch will be a noisy 
event, but the capsule should be so designed 
that the astronaut will have little difficulty 
with noise. Oscillation and vibration of the 
capsule are expected on re-entry, and man’s 
reactions have been studied on the vertical 
accelerator and shake tables. Injury is noted at 
the resonant frequency of the body — 5-6 cycles 
per second — with amplitudes exceeding 15 cm. 
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The hazards may be summarized in the 
various space-equivalent altitudes and problems. 


61,500 to 67,000 ft. 
6. Primary cosmic radiation ...... 120,000 ft. 
%. Ultraviolet radiation .. 120,000-140,000 ft. 
9. Sealed cabin 


10. Acceleration stress 
11. Weightlessness 
12. Loneliness—isolation 
13. Noise and vibration 
Though the hazards sound formidable, I have 
no doubt that man will fly in supersonic trans- 


Polio vaccine program 


Cincinnati’s oral poliomyelitis vaccine pro- 
gram was, we feel, remarkably successful. With 
181,784 persons receiving at least type 1 vaccine, 
the response of the public exceeded the expecta- 
tions of all concerned. The return rates for the 
preschool children of 91 per cent for type 3 and 
83 per cent for type 2 vaccines also were deemed 
greater than might be expected. 

Admittedly, this program was designed to 
reach the residents of Cincinnati with all the 
appropriate devices of persuasion and promotion. 
The “bandwagon” appeal was exploited to the 
full. The presence of Dr. Sabin in our com- 
munity had a strong influence in appealing to 
local pride. The action of private physicians in 
opening their offices as a public service for the 
program had inestimable value in gaining public 
confidence and participation. 

Time, however, was against us in this’ project. 
There was not sufficient time to administer the 
same type of vaccine simultaneously in both pre- 
school and school groups or to complete the 
school program before the expected poliomyelitis 
season. ‘Ideally, the vaccine prograrn should be 
started about November and completed before 
the onset of hot weather the next’ year. 
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ports and then in space vehicles to greater and 
greater distances. Our goal must be to support 
and protect these dedicated flyers and soon the 
traveling public, whatever the environment. 
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No cause-and-effect relationship between the 
vaccine program and incidence of poliomyelitis 
in Cincinnati can be assumed, of course. Never- 
theless, it is gratifying to report that no clinical- 
ly diagnosed cases of the disease occurred in 
Cincinnati or even in Hamilton County in 1960, 
especially when contrasted with the 24 cases of 
paralytic poliomyelitis reported in greater Cin- 
cinnati during 1959. 

One case of poliomyelitis was reported in the 
city in 1960, but onset of paralysis occurred only 
13 days after the patient, a 25-year-old man, 
returned to this area from an extended stay in 
another part of the United States. He had 
received neither Salk vaccine nor Sabin vaccine, 
and he was never associated with any child who 
had received the Sabin vaccine. One case resem- 
bling paralytic poliomyelitis was reported in 
Hamilton County in September 1960, but Dr. 
Sabin and his staff were unable to isolate any 
poliovirus or to demonstrate any rise in titer of 
poliomyelitis antibodies. They have isolated and 
demonstrated infection with ECHO type 6 virus. 
Eugene R. Porter, M.P.H. and R. Eugene Wehr, 
M.D. Oral Poliomyelitis Vaccine Program in 
Cincinnati. Pub. Health Rep. May 1961. 
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Sequellae of Renal Trauma 


KE. T. Wison, M.D.,* G. G. Curt, M.D.,+ 


C. K. Boperis, M.D.,f anp E. R. DiMarco, M.D.,f Chicago 


W E WOULD LIKE to emphasis that one of 
the most difficult decisions for the urol- 
ogist is when to manage severe renal injuries 
conservatively and when to operate. Decision is 
reached on hour-to-hour observation. It is impos- 
sible to generalize in renal trauma. Each case 
must be treated individually and one’s opinion 
may change rapidly. Authorities hold opinions 
varying from one extreme of exploring all pa- 
tients when any great degree of parenchymal 
damage is suspected to the other of treating 
conservatively practically all patients. Propo- 
nents of early exploration cite the possibility of 
late sequellae such as infection and hydronephro- 
sis. Those advocating conservative management 
believe that most explorations end with a 
nephrectomy, and they hope that by being 
conservative they will save some functioning 
renal tissue. All certainly agree that when there 
is deterioration of the patient’s general condi- 
tion, even with active supportive therapy, sur- 
gical intervention is indicated. An enlarging 
mass in the region of the kidney, a drop in blood 
pressure, an increase in pulse rate — all indicat- 
ing rapid blood loss — are absolute indications 
for surgery. 

Constant observation in the first few days fol- 
lowing the injury is essential, and on follow-up 
possible late complications should be kept in 
mind. Some of the late unexpected developments 
are illustrated in the following cases. 


Case 1 


A young man who was in an automobile ac- 
cident received a severe blow over the right kid- 
ney with fracture of the 9th, 10th and 11th ribs; 
hemorrhage into the muscles and a gross 
hematuria developed. Intravenous pyelograms 
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were normal, and the hematuria subsided. The 
patient was discharged from the hospital on the 
tenth day. Twenty-one days after the accident, 
he was readmitted with a temperature of 103 F. 
and a palpable mass in the right hypochondrium. . 
Urinalysis and an intravenous pyelogram were 
normal, and there was no tenderness in the right 
costovertebral angle. Since the mass presented 
anteriorly, a hematoma of the liver or abscess was 
considered most likely. The patient was explored 
through an anterior approach. There was no 
abnormality in the liver, but a retroperitioneal 
hematoma was observed. The incision was closed, 
the patient placed: on his side, and a flank inci- 
sion made. Gerota’s fascia was incised, and 1000 
ce. of clot were evacuated followed by rather 
rapid bleeding. Hot laps were packed into the 
wound and when removed ten minutes later, the 
bleeding had stopped. The kidney appeared nor- 
mal and was not mobilized to avoid further 
hemorrhage. Subsequently, pyelograms and the 
urine sediment have been normal. 


Case 2 


The reverse in treatment is illustrated in this 
patient, a 10 year old girl who struck her right 
flank against a tree while sledding down a hill. 
On admission, one-half hour following the acci- 
dent, her pulse was rather rapid (90 per min- 
ute) ; there was some tenderness along the right 
lower rib cage, and considerable tenderness in 
the right upper quadrant. Spasm of the abdom- 
inal musculature was present but no rigidity. 
There were no other apparent injuries, no drop 
in blood pressure, no palpable mass, and no 
tenderness in the right costovertebral angle. The 
patient vomited once an hour after the injury, 
and bowel sounds were absent. X-rays taken for 
fractured ribs and air under the diaphragm were 
negative. Hematocrit and hemoglobin indicated 
no blood loss of any consequence. A catheterized 
urine sample taken on hospital admission had an 
occasional red cell but no white blood cells. 

Intravenous fluids were started, and a Levine 
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Figure 1. Intravenous pyelogram shows non- 
function of the right kidney, but the left kidney and 
ureter are normal. 


Figure 2. Retrograde pyelogram, after two weeks 
of chemotherapy, shows some apparently normal 
upper calyces on the right side. Temperature re- 
mained elevated. 
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tube was inserted. The child’s course through the 
next six days remained about the same; tender- 
ness in the right upper quadrant continued, the 
bowel sounds returned, her urine was normal and 
her temperature only slightly elevated. On the 
seventh day her temperature was 104 F. and her 
urine contained many leukocytes. The intrave- 
nous pyelogram (Fig. 1) showed nonfunction of 
the right kidney with a completely normal left 
kidney and ureter. 

The patient was given Furadantin®, 100 mg., 
four times daily, for one week, but a culture of 
the urine gave a pure Proteus. For the next two 
weeks, she was given a course of Gantrisin®, 
Chloromycetin®, and Mandelamine®, but the 
temperature and blood count remained elevated. 

On cystoscopy a few drops of purulent urine 
were obtained from the right ureter. No excre- 
tion of phenolsulfonphthalein dye appeared, and 
retrograde pyelogram (Fig. 2) showed what ap- 


‘ peared to be some normal upper calyces. The 


catheter was left in the ureter for drainage, but 
since the temperature continued elevated for the 
next three days it was removed. 

She then received injections of gammaglobulin, 
10 cc. for the first two days and then 2 cc. daily 
for four days along with 250 mg. of Chloromy- 
cetin. Her temperature subsided gradually, and 
her urine became free of white blood cells. 

The patient was discharged after seven weeks. 
Her urine has remained free of white blood cells 
for three years. Since she developed a sensitivity 
to the dye, no subsequent intravenous pyelograins 
have been made and, in a girl this age, a retro- 
grade pyelogram would require a general anes- 
thesia. 


Case 3 


Another illustrative case is that of a 7 year 
old girl. While wearing a snowsuit plus a coat 
and riding in the front seat of an automobile, the 
child was pushed to the floor in anticipation of a 
collision at a city intersection. She apparently 
was not seriously injured in the collision, and 
she remained symptom free for thirty-six hours. 
Then she vomited and complained of pain in her 
left flank. She exhibited gross hematuria and 
ran a temperature of 101.6 F. The child was 
hospitalized. A scout film of the abdomen re- 
vealed distended loops of small bowel. The chest 
film was clear and the blood count 3.6 million 
RBC, 14,000 WBC, hemaglobin, 8.9 Gm., and 
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Figure 3. Intravenous pyelogram five years after 
injury reveals destruction of the left kidney. 


hematocrit, 32 per cent. The urine contained in- 
numerable white blood cells and 100 RBC per 
high power field. Intravenous pyelogram was 
requested, but the patient’s father refused. 
Urinalysis showed 3 to 18 white blood cells per 
high power field and many red blood cells. The 
patient was treated supportively with intravenous 


Caloric restrictions 


As part of the National Dairy Council pro- 
gram on nutrition research and health educa- 
tion, new materials are constantly being pre- 
pared with current information of interest to 
professional and consumer groups. Recently pre- 
pared are the “Calorie Restricted Diets for 
Weight Reduction” for physicians and dietitians 
to assist in- counseling with patients having 
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fluids, antibiotics, and whole blood transfusions. 
After a six day hospital stay, she was released 
at her parents’ request. The patient remained 
symptom-free for. the next several years. An 
occasional urine sample revealed some white 
blood cells. After five years an intravenous pyelo- 
gram (Fig. 3) was performed at the insistence 
of the insurance company before settlement of 
damages ; it revealed considerable destruction of 
the left kidney with only the lower one third 
functioning. 


In cases of renal trauma the possibility of 
hypertension in unilateral renal disease is always — 
present. Occasionally hypertension is due to uni- 
lateral chronic pyelonephritis, but in the pres- 
ence of normal urine sediment the possibility of 
blood pressure elevation is highly unlikely. There 
was no instance of hypertension in the follow- 
up studies in the reported cases. 


Summary 


The problem of conservative versus surgical 
management of renal trauma is discussed, and 
three cases of renal injuries are reported. In 
two of the cases subsequent renal damage was 
out of proportion to the apparent initial trauma. 
In the third, late hemorrhage was severe. In the 
case of late bleeding, the perirenal hematoma 
was evacuated; otherwise the cases were treated 
conservatively. There were no fatalities, none of 
the patients developed hypertension, and some 
renal function was preserved with conservative 
management. 


weight problems. Previously similar weight con- 
trol sheets were at the 1,400 and 1,800 calorie 
level. The new series has been expanded to in- 
clude 1,000 and 1,200 calorie levels. An ex- 
planatory sheet for the physician is also avail- 
able giving him guidance in use of this material ; 
however each diet has been outlined so clearly 
that a patient could understand them if an ex- 
planation was not possible. National Dairy Coun- 
cil. March 31, 1961. 
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Cook County 


Perforated Peptic Ulcer 


MopERATOR: 
ROBERT J. BAKER, M.D. 
Associate Director, Department of Surgical 
Education, Cook County Hospital 
DIScUSSANTS: 
FREDERIC W. PRESTON, M.D. 
Professor of Surgery, Northwestern University 
Medical School; Chief Surgeon, Veterans 
Administration Research Hospital 
E. LEE STROHL, M.D. 
Clinical Associate Professor of Surgery, 
University of Illinois College of Medicine, At- 
tending Surgeon, Cook County Hospital 


Dr. Rosert J. Baker: The conference this 
morning deals with a serious complication of a 
disease very frequently encountered in this 
hospital. Perforation of a peptic ulcer represents 
one of two immediately life-endangering events 
which may occur in a patient with this disease, 
the other, of course, being hemorrhage. Neither 
of these complications is a rare occurrence, and 
a recent review of our material here revealed 
that about 1,900 perforations were treated dur- 
ing a 20 year span, almost 100 cases per year. 

This same study? more significantly indicated 
that of 8,451 patients admitted with confirmed 
peptic ulcer disease, 1,904 had perforated, or 
approximately 22 per cent of hospital patients 
were treated for perforation. Proper emphasis 
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has been placed on the necessity for early treat- 


ment and the consequences of delay; some other 
aspects of management will also be brought into 
focus today. 

Our speakers bring with them a wide ex- 
perience in this field. Dr. Frederic W. Preston 
is professor of surgery at Northwestern 
University Medical School and chief of Surgical 
Service at Veterans Administration Research 
Hospital. Dr. Preston received his early ex- 
erience at the Mayo Clinic and has also been on 
our associate attending staff. Dr. E. Lee Strohl 
is a most highly regarded attending surgeon 
here at Cook County; he is clinical associate 
professor of surgery at the University of Illinois 
College of Medicine and attending surgeon at 
Presbyterian-St. Lukes Hospital. 

I am certain that both speakers can shed 
considerable light on the more difficult aspects 
of the problems to be presented. 


Case 1 


Dr. D. SNYDER, surgical resident: The patient 
was a 58 year old white male painter. He was 
admitted to the surgical service of the Cook 
County Hospital seven hours after onset of 
sudden severe pain in the epigastrium which 
had spread to the rest of the abdomen in 20 to 
30 minutes. He took baking soda for relief but 
without benefit; the pain became more severe, 
and the patient also complained of shortness of 
breath. 
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The patient had been hospitalized on two 
previous occasions with severe abdominal pain 
and was treated with antacids, anticholinergic 
drugs, diet, and sedation; but he failed to follow 
any of the management outlined when he was 
discharged from the hospital. 

Physical examination revealed an acutely ill 
patient, pallid and sweating, with a blood 
pressure of 100/50 mm. Hg, pulse 120 per 
minute, respirations 30 per minute and regular. 
The chest was clear except for decreased diphrag- 
matic excursions. The abdomen was rounded, 
extremely tender throughout, rigid, and with 
diffuse rebound tenderness. A few markedly 
hypoactive bowel sounds were heard. 

Laboratory work-up demonstrated an hema- 
tocrit of 49%, white blood count 16,800 with 
78% neutrophils. There was 1+ albuminuria. 
Serum amylase was 16 units/100 ml., urine 
amylase 128 Wohlgemuth units. Blood urea 
nitrogen was 14 mg./100 ml. Roentgenograms 
of the chest and abdomen were taken. 


Dr. Baker: Before discussing this -problem, 
we will show the chest film (Fig. 1) obtained on 
admission. It shows a tremendous amount of free 
air beneath both hemidiaphragms. There was 
some question as to whether this patient had 
been perforated only seven hours. There were 
also several other interesting aspects about the 
case which we will ask Dr. Preston to discuss. 
If there were no free air, would you be deterred 
by the urine amylase? What would be your 
operative approach, and how would you prepare 
the patient ? 

Dr. FReDERIC Preston: Earlier Dr. Baker 
told me that they see 80 to 90 cases of perforated 
peptic ulcers a year. We do not see that many at 
the Veterans Research Hospital. Perforation of 
a peptic ulcer is a serious complication of peptic 
uleer. It carries with it a high mortality, and 
I would like to say something about that in a 
minute. 

With regard to the amylase, I do not know 
what normal is for your institution. 

Dr. Baker: Between 8 and 32 units in the 
serum, 8 and 64 units in the urine. 

Dr. Preston: I would pay attention to the 
serum amylase, which is within normal limits. 
Other things than pancreatitis cause elevation 
of serum amylase. Some drugs do it, morphine 
being one. Perforated peptic ulcer will cause an 
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Figure 1. Upright posteroanterior view of the 
chest showing marked amount of free air under the 
hemidiaphragms indicating perforation. 


elevation because there is a high amylase con- 
tent in pancreatic juice, and perforation will 
allow that fluid to be liberated. If the history 
was suggestive of peptic ulcer, I would operate 
regardless of the serum amylase level. If you 
do not have free air in the peritoneal cavity and 
you do have an acute abdomen which might be 
diagnosed as pancreatitis, the serum amylase is 
very important. I saw a patient just before this 
conference who may have a perforated peptic 
ulcer. We made an effort to demonstrate free air 
but could not. The serum amylase is normal. If 
the serum amylase had been significantly ele- 
vated, we might have made the diagnosis of 
acute pancreatitis. This illustrates how much 
importance is attached to this determination. 
As to free air, an effort should be made to 
demonstrate its presence, which establishes the 
diagnosis of a perforated viscus. If it is not seen 
on the initial film, one should wait, or one can 
put air in the stomach via Levine tube and at- 
tempt to demonstrate it under the diaphragm 
in that manner. Your residents are about like 
I was, I imagine, when I finished my residency 
and was ready to go out into a community to 
practice. You may find that x-ray technicians 
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in your community don’t take the films the way 
you want them done. It is important to have 
the x-ray tube at the exact level of the patient’s 
diaphragm. If this is not done, small amounts 
of free air will be missed because of the angle 
of the x-ray. 

The mortality from perforation of peptic 
ulcer is a bout 10 per cent in many institutions. 

Dr. Baker: It is about 12 per cent here 
in perforated duodenal ulcer but is higher with 
gastric ulcer perforation. 

Dr. Preston: In the past it has been about 
30 per cent. There is a reason for this drop in 
mortality, based primarily on better anesthesia 
and better preoperative preparation. 

In a series of cases reported on this subject 
the point was made that perforated peptic ulcer 
does not have to be operated upor immediately 
after the patient gets to the hospital.? It is 
mandatory to establish the urine output, reverse 


the patient’s hemoconcentration, correct the . 


hypovolemia with plasma, and administer so- 
lutions containing sodium and potassium to re- 
establish normal electrolyte balance. If these 
things are done, the patient is in much better 
operative condition than he would be other- 
wise. The severe peritonitis that occurs can be 
reversed up to a point, and it is better to spend 
a few hours in correcting deficits than to operate 
right away. Published articles give a very in- 
teresting regime for accomplishing this. Fluid 
shifts in perforated peptic ulcer, just as in pan- 
creatitis, are much greater than was appreciated 
in former years. There is expansion of the thio- 
cyanate, or radioactive sodium, space which rep- 
resents extracellular fluid. This may amount to 
four liters or more and must be taken into con- 
sideration. 

Before these new methods were available, it 
was known that these shifts existed, but their 
magnitude was not appreciated. Fluid is lost 
into the peritoneal cavity through the perforated 
ulcer and by vomiting, and as a result there is 
an electrolyte shift. Further fluid is sequestered 
into the peritoneal cavity. One of the most im- 
portant electrolytes is potassium, and it is the 
one that has been understood the least. Faulty 
potassium therapy has contributed to the mor- 
tality in the past. One must give potassium to 
these patients. At the Massachusetts General 
Hospital, where these data were collected, 
patients with perforated peptic ulcers and _peri- 
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tonitis were given 75 mEq. of potassium a day, 
and that kept them in adequate potassium 
balance. At our hospital we give about 100 mEq. 
per day. Potassium administration was in ill 
repute for a long time because too much can 
produce cardiac arrest. It must be given slowly, 
and the patient must be closely observed. Further- 
more, potassium must be given in a dilute 
solution. If not enough potassium is given, com- 
plications such as ileus, alkalosis, and cardiac 
arrest occur. The understanding of this phenom- 
enon has reduced mortality, and this is one 
reason that you have a low mortality rate here. 


Dr. Baker: If you had a patient with no free 
air but with this elevation of amylase, what 
would be your management? He has a history of 
previous pain, but the amylase elevation suggests 
pancreatitis. Would you introduce air into the 
stomach or wait? 

Dr. Preston: There are three courses open 
for management of perforated peptic ulcer: (1) 
conservative treatment without operation, (2) 
operation with simple closure, and (3) gastric 
resection. One can get good results with any of 
these methods, and studying the conservative 
method is worthwhile, even though you do not 
believe in it. If there is no free air under the 
diaphragm, only a small perforation, if any, 
exists. If present, it probably is only pinpoint 
in size and not large enough to liberate much 
air. That patient will do well on conservative 
management. One can treat him like a pancre- 
atitis patient and get good results. It is worth 
trying to demonstrate free air, and I would take 
another x-ray four hours later, being sure that 
the patient is in an upright position and being 
sure that the hemidiaphragms are centered on 
the film. 

Dr. Baker: Do you inject air into the 
stomach ? 

Dr. Preston: I have done it, but not very 
often. I think it is a good idea. 


Dr. Baker: We do not do it ordinarily, but 
I don’t see anything wrong with it. With regard 
to potassium administration, how do you replace 
potassium in an acutely ill patient who has only 
300 cc. urinary output with a 1.010 specific 
gravity? If you are not sure whether renal dis- 
ease is present, would you still give potassium 
without a good urine output? 
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Dr. Preston: One of the contraindications to 
potassium is anuria or oliguria, and I would not 
give it until the patient had good urine output. 

Dr. FREDERIC DE PeysTER, attending surgeon : 
Unfortunately, it has not been our privilege to 
know Dr. Roger Vaughan, who pointed out that 
about 85 per cent of perforated peptic ulcers 
in this hospital, based on a very large survey, 
showed free air; and the remaining 15 per cent 
had no air. With regard to the detection of air 
by roentgenologic means, our x-ray department 
has demonstrated that it can be done in three 
ways: (1) serial x-ray examination; (2) in- 
duction of air or pneumogastrium by putting 
air through a Levine tube, and (3) by putting 
the patient in a left lateral decubitus position 
where smaller volumes of air can be detected. 

This is of historical interest only: In the years 
1930 to 1936, three classical articles appeared 
dealing with the forme fruste type of perforation, 
edited and authored by Dr. Harry Singer and 
Dr. Roger Vaughan, both attending men of this 
institution. This type of perforation treated 
successfully by medical means only. has been 
alluded to, and this is the situation where a small 
perforation is walled off by contiguous 
structures, such as the gallbladder, omentum, 
or liver. These patients will not ordinarily re- 
quire surgery. This method was quite successful, 
but it does not supersede good surgical judg- 
ment, namely, acquiring the knowledge as to 
when to operate and repair these ulcers by direct 
surgical suture or some other means. 

Dr. Baker: The original article is in 
Surgery, Gynecology & Obstetrics, about Janu- 
ary of 1930, and it is an extremely interesting 
one.* Nothing has been changed in the description 
of the syndrome since that article was published. 


Dr. Strohl, will you elaborate on some of the 
important points in this problem? 

Dr. Strout: I would like, first, to commend 
Dr. Preston for his pertinent remarks. I couldn’t 
disagree with anything he has said. His surgical 
principles are sound, and, if I had a perforated 
peptic ulcer, I would like to have someone like 
Dr. Preston care for me. 

I would like to say a word of caution about x- 
rays. If you take an upright view of a patient in 
whom you suspect a perforated peptic ulcer, be 
sure that the patient is in the upright position 
for at least 15 minutes. We have learned the 
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hard way, that it requires a few minutes for the 
air to rise within the abdomen, when the patient 
has been lying supine for some time. 

I would also like to make a comment about 
the use of potassium. As you know, with regard 
to potassium, particularly in the older patient, 
we do not use it postoperatively for a period of 
48 hours. However, as has been pointed out, 
there is a loss of potassium in these patients 
which must be replaced, and this should be done 
slowly and continuously, not intermittently. 

As to when to operate upon these patients and 
what to do, as a fundamental, I would say the 
less done the better. By that I mean that once > 
the patient is brought into optimum condition 
and surgery has been decided upon, I think the 
least that is done — namely, closing the per- 
foration — the better the end result will be. 
However, recently we have been following a 
new regime, and I would like Dr. Preston’s 
opinion of it. When these people appear on our 
ward and the perforation has been closed, we 
prepare for a gastric resection three weeks later, 
when indicated. Much to our surprise, at oper- 
ation the adhesions are rather filmy and thin, 
and the resection can be carried out rather easily. 
However, if we wait six to eight weeks, the scar 
tissue has begun to form in many of these 
ulcerated areas, and it is almost impossible to 
get a good duodenal stump closure. So we close 
the perforation early, then schedule selected 
patients for resection later. 

We do this because of the type of patient we 
deal with here, the socioeconomic cripples. It has 
been a surprise to me, having been here just about 
two years, to compare the patient with perfo- 
ration in this institution with those we encounter 
at Presbyterian-St. Lukes Hospital. The patients 
here are economic and social cripples; they 
cannot and will not follow a diet; they are 
regular patrons of taverns. If such a patient is 
discharged from the hospital two weeks following 
closure of a perforation and nothing definitive 
has been done, within a short period of time 
many will return with ulcer complications. We 
had a patient about three months ago who came 
in with his fourth perforation of a duodenal 
ulcer. These patients cannot hold a job, will not 
follow a diet, and shortly become wards of the 
county. It is our duty to rehabilitate such a 
patient as quickly as possible. We have been 
very gratified with such management. 
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I want to say a little about definitive surgery 
at the time of closure. I am sure most of you are 
familiar with published statements that early 
gastric resection carries the same mortality rate 
as closure of a perforation. In the type of ulcer 
that we see here, and the type of patient we see 
here, that is not true. Our patients cannot with- 
stand a formidable operative procedure in the 
face of peritonitis. We know the patient has a 
chemical peritonitis at the time he is approached, 
and to do a definitive resection rather than 
close the perforation is, to me, somthing to be 
condemned. 

In terms of elevation of the amylase, I think 
the picture is entirely different with a perfo- 
ration than it is with an acute hemorrhagic or 
necrotizing pancreatitis. I think the best clinical 
means of differentiating the two diseases can be 
done with the patient lying flat on his back in 
bed with his arms at his sides; go up to the bed 
and shake it. If the patient has a perforation he 
will invariably go into spasm with severe pain. 
The patient with pancreatitis does not have the 
same type of reaction. Frank perforation causes 
a chemical reaction on the peritoneum, and shak- 
ing the abdominal contents will invariably cause 
the patient to go into a spasm and. have board- 
like rigidity of the abdomen. This was pointed 
out to me a long time ago by a suverb clinician, 
Dr. Fred Gaarde. I have never seen it fail. 

The electrolyte problem, the fluid. problem, the 
blood substitutes, and improved anaesthesia are 
factors that have made the difference in the 
mortality rate in the disease. We are no better 
technically than we were 30 or 40 years ago. The 
armamentarium we now possess makes it possible 
to reduce the mortality from 25 to 10 per cent. 


Dr. Baker: Suppose you operated upon this 
patient. What would be your procedure? Would 
you do anything other than close the perfora- 
tion? 

Dr. Strout: I would put in two or three 
sutures, tie them to close the defect, and pull a 
tag of omentum over the closure, nothing more. 
I use several liters of warm saline and thorough- 
ly irrigate the abdominal cavity. In World War 
II in our General Hospital overseas we had wires 
running’ across the operating room with fluid 
in large gallon jugs, and we would slide those 
back and forth and irrigate continuously. I think 
we do not do enough irrigation of the abdomen. 
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All the recesses mus‘, be thoroughly washed with 
saline, and the spillage removed. 


Dr. Baker: If this were a perforated gastric 
ulcer, how would you manage it? 

Dr. StroHL: That is much the same problem. 
If it is on the lesser curvature and is large, with 
much induration about it, I would do definitive 
surgery at the time. I would not attempt to do 
a simple closure. If it were a small perforation 
on the gastric side that was punched out without 
much induration, I would do the same type of 
closure as with a duodenal ulcer. I had one a 
short time ago and thought I was dealing with 
carcinoma. It was 10 em. across and 1 em. in 
thickness, and I said to the house staff that it 
was extensive carcinoma. We did a resection, and 
the pathologist reported a benign ulcer. I have 
never seen anything like it. However, the small, 
clean, punched out gastric ulcer should be 


simply closed. 


Dr. Baker: What if you had both a duodenal 
and gastric ulcer? 

Dr. Strout: I would handle the perforation 
and do definitive surgery at a later date. 

Dr. Baker: What about perforation of a 
marginal ulcer? 

Dr. Strout: We had one of those this week. 
They are handled the same way, by a definitive 
operative procedure. We did a resection of the 
anastomotic area and vagotomy. A _ feeding 
jejunostomy and a temporary gastrostomy were 
also carried out. 


Dr. Baker: I would like to ask the same ques- 
tions of Dr. Preston. How would you handle a 
perforated gastric ulcer? 

Dr. Preston: I would close the perforation. 
About 10 per cent of gastric ulcers in most 
series are malignant, so I would take a biopsy, 
but that is all I would do. 


Dr. Baker: With perforation, would you do 
gastric resection or vagotomy as an emergency 
procedure ? 

Dr. Preston: We should remember that pep- 
tic uleer is a benign disease. Most of this au- 
dience are going out into practice. It is quite 
likely that one of the first cases you will get will 
be someone—possibly the president of the local 
bank—-with a perforated ulcer. You are at the 
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hospital at 6 p.m. while everybody else is playing 
golf. If you do a gastric resection and that 
patient dies, you will wish for the rest of your 
life that you had just closed the perforation. If 
you do a gastric resection, you are doing an 
operation that has a mortality of 7 to 15 per 
cent, when you could have done one with less 
mortality. 


Dr. Baker: What about the giant duodenal 
ulcer in which closure would compromise the 
duodenum ? 


Dr. Preston: I would close the ulcer with a 
piece of omentum. In that case, if the duodenum 
is obstructed after closure of the ulcer, the 
patient may go into a long period when he can- 
not eat. This is not as serious a condition as it 
used to be because salt-free albumin is now avail- 
able. Sometimes the stomach does not drain 


because of stomal edema. It does not take much 
edema of the tissue in the vicinity of the ulcer 
to obstruct the duodenum. I have seen obstruc- 
tion subside following 50 ce. of salt-free albumin 
intravenously. One can carry a patient for quite 
a few days and keep him from losing weight 


with fat emulsions and salt-free albumin and 
plasma; you do not have to operate on these 
patients right away. I had a patient with an 
obstructed gastroenterostomy who remained ob- 
structed 42 days. Then the obstruction disappear- 
ed, and the patient has been all right since. 
Twenty years ago we thought such patients had 
to be operated upon right away, but this may be 
a fruitless undertaking. 


Dr. Baker: How much fat emulsion do you 
give? 

Dr. Preston: About 500 ml. a day for 14 
days. Then do a prothrombin time and bleeding 
time; if they are normal, more fat emulsion 
may be given. You can give 1,000 ml. a day for 
7 to 10 days. I do not give more than 14 units 
of 500 ml. each because of changes in coagula- 
tion which may cause hemorrhage. 


Dr. Baker: What about perforated marginal 
ulcer ? 

Dr. Preston: These are rare in my expe- 
rience. I suture the perforation as I would a 
duodenal ulcer and do a definitive procedure 
later. 
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Dr. Baker: I would like to ask some of the 
other surgeons here what they would do in a 
patient with a long ulcer history and a small 
anterior perforation of a duodenal ulcer without 
much spill ? 

Dr. Wits DirrenBAuGH: I agree with Dr. 
Strohl and Dr. Preston: simple closure. The 
only place resection is indicated is in ulcer on 
the gastric side with a question of malignancy. 
Lymphosarecoma particularly perforates on the 
gastric side. I would not resect gastric ulcer 
unless it was malignant. 

Dr. DE Peyster: It is important to remember _ 
that we are performing a life-saving measure 
in every instance. In answer to your question 
and under certain circumstances, I would do a 
primary gastric resection. For instance, if I had 
a patient I knew had a previous complication 
of peptic ulcer, that has now perforated, and I 
knew he would not follow ulcer management, 
for economic or other reasons, I would resect. 
When the perforation was recent, within a matter 
of an hour or so, and when there was very little 
spillage, and finally if the operative risk was 
commensurate with a gastric resection, I would 
then proceed with that operation. 

Dr. Donatp Kozoit: I have had the expe- 
rience of seeing an ulcer perforate concomitantiy 
with other complications. I have a patient who 
perforated while bleeding, a situation which I 
feel justifies resection at a greatly added risk. We 
have had patients reperforate while in the hos- 
pital; certainly such an individual presents the 
added problem of whether he has recovered 
sufficiently from the previous trouble to tolerate 
resection. We have seen perforation stemming 
from steroid therapy that justified resection at 
the time of perforation. We have had to resect 
perforations of marginal ulcers, and patients 
with obstruction who perforated proximal to 
the site of the obstruction. 

I would simply state that I believe some 
additional complications of ulcer should be 
present to force my hand to do resection, because 
I believe that 75 percent of these patients will 
recover and not require definitive surgery. Is it 
logical to subject all of them to resection to 
avoid a possible second operation in 25 per cent? 


Dr. Baker: To facilitate the discussion, there 


is one more aspect of management. This patient 
did well for two days, and then his temperature 
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rose to 101.6 F. and he developed lower abdom- 
inal tenderness and distention, and a rectal mass 
was felt. A flat plate on the eighth postoperative 
day showed a discrete space-filling defect in the 
pelvis, representing classical pelvic abscess. 
Therefore, he had a complication of a complica- 
tion. Dr. Strohl, what is your feeling about the 
management of a patients eight days following 
surgery with a temperature of 102 F., mild 
ileus, moderately septic, with a pelvic abscess? 

Dr. StroHL: On the eigth postoperative day, 
he is running a septic fever and has a mass in 
the pelvis. I would wait for two or three days 
and do a rectal examination to ascertain whether 
I could enter the abscess rectally. If that were 
not possible, I would not hesitate many days 
longer before doing definitive drainage. Most of 
these can be handled by the examining finger. 
That would be my first step, and if it did not 
establish drainage, I still might give him a 


little anesthesia and see if I could do it with the : 


finger, but if not, I would do a definitive drain- 
age procedure. I would do it transabdominally. 

Dr. BakER: What about you, Dr. Preston ? 

Dr. Preston: I agree that very often you can 
obtain drainage by rupturing the abscess with 
the finger. Occasionally, a loop of small bowel 
which is partially obstructed by adhesions may 
feel like an abscess, and it can be opened in 
error. If the anal sphincter is relaxed and there 
is not much question about there being a tense 
collection of pus under pressure, then I would 
drain it, under anesthesia, through the rectum. 
If I could not open into:the abscess with the 
finger, I would use a knife. I would give pen- 
icillin, 4 million units a day, and 1 Gr. of strep- 
tomycin daily. 


Dr. Baker: Do antibiotics affect the course of 
these abscesses ? 

Dr. Preston: They are useful in preventing 
them. If you give antibiotics from the time of 
the perforation, you will have fewer abscesses. 
Abscesses may occur in spite of antibiotics and 
may develop after the patient goes home. 


Dr. Baker: Do you think the location of the 
original incision has anything to do with abscess 
formation? Could you outline any factor that 
predisposes to pelvic abscess in a case like this? 

Dr. Preston: The incision in the abdomen is 
not a factor. Patients who are in the poorest 
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nutritional condition are least resistant to infec- 
tion. This is a more important consideration. 

Dr. Strouu: I doubt that I would ever use a 
transverse incision for closure of a perforation. 
I have been embarrassed a time or two by not 
finding a duodenal perforation, but have found 
another hollow viscus that has leaked. I think 
a right rectus incision lends itself to the proper 
cleaning of the abdominal cavity. I do not want 
to say “ always” and “never,” but I am inclined 
to use a vertical incision for that very reason. 
One can irrigate all the recesses of the pelvis 
much better than with a small transverse inci- 
sion. 


Dr. Baker: We like and have used the trans- 
verse or subcostal incision, but I should point out 
that we have been impressed with the larger 
number of pelvic abscesses which occurred in 
that group in the last two years. Dr. William 
Dippel, of our resident staff, reviewed all of 
those cases, and the most significant early sign 
of intraperitoneal sepsis was a temperature 
elevation on the third and fourth postoperative 
day. Our management of the abscess is conser- 
vative until the anal sphincter is lax or the 
patient’s condition deteriorates despite conser- 
vative measures. 

Transrectal drainage of pelvic abscesses de- 
pends on the lax sphincter. If sphincter tone 
remains but drainage is necessary, we have 
always used a small McBurney incision on the 
side that the abscess is most prominent. 


I should like to pose one more difficult ques- 
tion: Suppose a patient whose perforation has 
been closed suddenly commenced to bleed mas- 
sively from the upper GI tract on the sixth 
postoperative day, requiring 12 pints of blood in 
48 hours. What would be your management? 

Dr. StroHL: First, try to save the patient. He 
has peritonitis and is hemorrhaging. You must 
treat the hemorrhage. You cannot defer surgery 
on the patient who is receiving six pints of blood 
daily and is still losing ground. I certainly would 
explore that patient. I would do a definitive 
procedure, possibly oversew the bleeding point, 
or transect the duodenum and insert a duoden- 
ostomy ‘tube. I would do something definitive 
regardless of the previous peritoneal spill. 

Dr. Baker: Dr. Preston, what would you do? 
Dr. Preston: I agree. I think that this is an 
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indication for operation. In patients with severe 
hemorrhage from the upper gastrointestinal 
tract, treatment of the hemorrhage takes preced- 
ence over everything else. Certainly the require- 
ment of six units of blood a day to keep the pa- 
tient out of shock is an indication for surgery. 
The frame of mind of the surgeon is important. 
Make up your mind ahead of time what you are 
going to do. If you spend four hours operating 
upon a patient like this, he will probably die. On 
the other hand, he may stand a two hour opera- 
tion very well. The length of time the patient is 
on the operating table is a very important prog- 
nostic factor in dealing with sick and elderly 
patients. I would look at the duodenum and open 
it through a transverse incision at the level of 
the pylorus. If I could not find the source of 
bleeding after a five minute search, I would go 
on to the next step, which is gastric resection. If 
I found the source of bleeding, I would oversew 
the bleeding point and then proceed to resection 
or perhaps use a more conservative procedure 
such as pyloroplasty, or gastroenterostomy with 
or without vagotomy. 


Dr. Baker: Where is this patient bleeding 
from, would you think? 

Dr. Preston: Not from the ulcer that was 
closed. 

Dr. StroHL: I have not seen a patient bleed 
from an ulcer that was closed, but perhaps there 
was another ulcer that was not seen at the time 
of closure. Remember that many patients have 
more than one ulcer. Just finding one ulcer does 
not rule out the presence of another. 


Dr. Baker: When you close the perforated 
ulcer, do you investigate the posterior wall of the 
duodenum ? 

Dr. StroHL: Yes, I do, but I will not do a 
Kocher maneuver just to look for a second ulcer. 
One can tell on palpating the area, usually. 
There is another sign, and that is the stippling 
that one sees with sponge massage of the duode- 
num. We use this often. Many times an old 
ulcer or an ulcer you do not know is present 
will appear with massage. We have taught most 
of our residents to use it; within 30 to 40 
seconds it will outline the ulcer very easily and 
very clearly. 


Dr. Baker: This patient had a posterior 
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second ulcer at reoperation. His anterior duode- 
num and stomach were opened, and he had a 
huge ulcer. The duodenostomy was. converted 
into a transverse pyloroplasty, the ulcer bed over- 
sewn, and he was closed. Recovery was rapid. 
He did not have a gastrostomy. Would you 
routinely do gastrostomy in a patient like this? 

Dr. Strout: Yes, and I have had no com- 
plications from it. 

Dr. Preston: Not routinely, because I have 
had trouble. 

Dr. Baker: We have had considerable dif- 
ficulty with gastrostomy. What is your technique, 
Dr. Strohl? 

Dr. Strout: I put a Foley catheter in, 
usually a No. 14, and pull it up against the 
anterior wall of the stomach and then suture it 
to the anterior peritoneal wall using three catgut 
sutures. I always put omentum at this point. I 
deflate the bag within 48 hours. I have a patient 
who has had such a tube in place six months, and 
with an auxiliary jejunostomy and by using the 
Barron pump, he has gained 40 pounds. I do not 
know why you should have trouble if you attach 
the gastrostomy tube exit to the anterior abdom- 
inal wall and put a tag of omentum around it. 

Dr. Baker: We want to thank you both very 
much for this enlightening and pleasant hour. 


Summary and conclusions 


1. Acute perforation of a peptic ulcer through 
all coats of the stomach or duodenum allow- 
ing free escape of gastric or duodenal content 
into the peritoneal cavity is the most serious 
complication of peptic ulcer. 

2. Free perforations occur primarily in males, 
the ratio being 25 or 30:1, males to females. 
It is vastly more common between the ages of 
25 and 60, though it has been reported in both 
extremes of age, including the newborn. No 
age group is truly free of peptic ulcer nor of 
this complication. 

3. Free duodenal ulcer perforations occur four 
or five times more frequently than free per- 
foration of a gastric ulcer. Most of these per- 
forations are on the anterior wall, usually at 
the lesser curvature of the stomach (or 
superior border of the duodenum), where 
little walling-off by adjacent viscera can 
occur. About 25 per cent of all acutely per- 
forated ulcers have no history of previous 


symptoms. 
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4. “Walled-off’ perforations, or penetrating 
ulcers, occur with considerable frequency and 
probably comprise one third of so-called 
“intractable” ulcers, those quite resistant to 
medical treatment. They are usually on the 
posterior wall of the duodenum or along the 
lesser curvature on the posterior side of the 
stomach and are adherent to liver, pancreas, 
or gastrohepatic omentum. 

5. The symptoms of free perforation of a peptic 
ulcer are usually heralded by sudden onset of 
upper abdominal pain which quickly becomes 
generalized. Nausea and vomiting usually 
follow the pain, and prostration is generally 
present. 

6. Physical findings are classically those of a 
tender, rigid, silent abdomen; the patient 
resists change in position, preferring to lie 
flat and motionless. Tachycardia and normal 
or slightly elevated temperature are the rule; 


shock is rarely present until late in the course . 


of the disease. 

7. Approximately 80 to 85 per cent of perforated 
peptic ulcers will show varying amounts of 
free air on one of the usual “four views” of 
the abdomen. The left lateral decubitus film 
is invaluable in demonstrating small amounts 
of air and should never be omitted when 
pnheumoperitoneum is being sought. 

8. Surgical treatment of perforated peptic ulcer 

is the treatment of choice in almost all cases, 


The Beef Trust 


There are many other factors and problems 
to be considered ; I have dwelt only on a few of 
the most obvious. However, even this incom- 
plete story would be lacking if two other con- 
siderations concerning the relationship of socie- 
ty, culture, and coronary atherosclerotic heart 
disease were not at least mentioned. 

The first is the impact of this modern epi- 
demic, which strikes down so many males in the 
prime of life, on the family structure, and on 
the psyche of the male as he nears the danger 
period confronted by the daily obituary notices 
of his contemporaries. The second consideration 
is based on the assumption that within the next 
decade definitive proof will be forthcoming con- 
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especially those less than 24 hours old. The 
following procedures have been ‘advocated : 
a. Simple omental graft 
b. Closure of the ulcer 
ce. Excision of the ulcer and closure (with 
a pyloroplasty when necessary ) 
d. Excision of the ulcer, pyloroplasty, and 
vagotomy 
e. Gastric resection 
Each has its place, but at this time, simple 
omental grafting with a free or living graft 
is the choice of most surgeons for closing 
the perforation. 
9. An extremely important aspect of the treat- 
ment of the acute perforation at the operating 
table is a thorough cleansing of the peritoneal 


cavity of gastric or duodenal content, food, 


etc., by meticulous aspiration of the peritoneal 
gutters, pelvis, and subphrenic spaces. Some 
authors feel this is the most important phase 
of the surgical treatment. 
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cerning the key role of animal fats in our diet 
in the pathogenesis of this disease. Imagine then 
the socioeconomic struggle that will ensue in the 
effort to unseat the bull, its mate, and their by- 
products from the throne of the food kingdom 
and to replace them with fish and the stringbean. 
Imagine the struggle necessary to replace ad- 
vertisers with responsible and scientific health 
advisors. Having only recently emerged scarred 
and nonvictorious from the battlefield of ciga- 
rette smoking versus cancer of the lung, I can 
testify that the dairy and beef trusts, as well as 
the hamburger and custard stands, will not will- 
ingly give up their vested and powerful interests. 
David M. Spain, M.D. Problems in the Study 
of Coronary Atherosclerosis in Population 
Groups. Ann. New York Acad. Sc. Dec. 8, 1960. 
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THE VIEW BOX 


The patient is a Negro female, 3 years old. 
According to the mother, the child had not 
been well for the past two weeks; she had 
been complaining of vague pain in her 
stomach, diarrhea, and vomiting. At times, 
the child was observed to pick her hair and 
chew on it. 

The physical examination revealed a well 
nourished, well developed child who was 
moderately dehydrated. The abdomen was 
tender and soft, and a mass the size of a golf 
ball was palpated in the epigastrium. This 
mass moved on respiration and palpation. 

The following radiographs were obtained 
during a contrast examination of the upper 
gastrointestinal tract: 


Figure 2. Spot radiograph taken at fluoroscopy 


From the radiology department, Cook County Hospital 


Coffee and pregnancy 


The dislike for the odor or taste of boiled or 
percolated coffee in one half of all pregnant 
patients suggests it to be a subjective symptom 
of an early, viable pregnancy. 

Pregnant patients who develop a dislike for 
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Franz Gampt, M.D., Chicago 


Figure 1. Posterior-anterior view 


What is your diagnosis? 1) Gastrie polyp 
2) Leiomyoma of 
the stomach 
3) Bezoar 
4) Hypertrophic 
gastritis 
(Continued on page 33) 


coffee have a very low incidence of abortions. 

The “prepared coffees” were tolerated by those 
pregnant patients who could not tolerate boiled 
or percolated coffees. Nicholas Misischia, M.D. 
The Dislike for Coffee as a Subjective Symptom 
of a Viable Pregnancy. Ohio M. J. December 
1960. 
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Discussion 


Dr. E. A. PiszczEx: There are only two 
things I wish to add to Dr. Barclay’s fine pres- 
entation. The 1:1,000 Old Tuberculin is the 
standard five tuberculin units and is similar 
in strength to PPD. 

Secondly, right now at the World Health 
Organization meeting in India, an attempt is be- 
ing made to prepare or make available through- 
out the world enough standardized tuberculin 
material so that it will not vary from one part 
of the world to another. It is hoped that this will 
be promoted by some of the big foundations in 
tuberculosis research, and will be made available 
to all of the health agencies in the world. Bas- 
ically, then, we might be talking the same lan- 
guage if we use the same material, and our 
statistics will be comparable if we all do the same 
good intracutaneous test. Another criticism has 
been that 50 per cent of physicians cannot give 
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a good intracutaneous test. I do not think this 
should apply to the pediatricians. 

As you came in, there were three sets of print- 
ed materials which I left for everyone to take. 
First, we have a pamphlet entitled, “Risk.” What 
is risk? Dr. Lichtenstein has talked about chemo- 
prophylaxis in contacts to known cases of tuber- 
culosis and recent positive reactors. We agree 
with the findings and recommendations of the 
national study which the United States Public 
Health Service prepared about a year ago on 
isoniazid prophylaxis; it indicated that chemo- 
prophylazis will eliminate 85 per cent of this 
risk in the reduction of complications in children 
exposed to active cases of tuberculosis. One thing 
we have learned from sad experience is that 
when we find a family with tuberculosis, we must 
take steps immediately to protect the children. 
If we find the mother with tuberculosis, and 
there are six children, there may be three positive 
and three negative reactors. We have had two sad 
experiences because of waiting for the child 
contact to turn from a negative to a positive 
reactor before putting him on isoniazid. One 
went into a miliary tuberculosis right under our 
eyes, while the test teams said to wait for the 
conventional reaction. Another child went into 
a tuberculous meningitis. So, today we have a 
rule that all children intimately in contact with 
a member of the family who has active tuber- 
culosis, go on isoniazid chemoprophylaxis. We 
have had a number of children who have con- 
verted from negative to positive reactors while on 
isoniazid chemoprophylaxis; but in the several 
hundred who have a recent positive reaction, we 
have yet to see any cases of tuberculosis develop 
while the child was in isoniazid chemoprophy- 
laxis in'doses of 5 to 10 milligrams per kilogram 
of body weight daily. 

The second sheet which was distributed is a 
365-day calendar with a message for the mother 
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of the tuberculin-positive child. This is an aid 
to help her give the medication regularly. 

The third sheet contains some statistics on the 
problem of tuberculosis in suburban Cook 
County. It points up one of the problems of the 
statistics. You will note that in 1960 we hospital- 
ized 16 child cases, but only six were reportable 
to the state as active cases under the present 
rules of reporting. Right now one of the great 
problems of the U.S. Public Health Service, as 
a result of the Arden House Conference, is to 
define what is a reportable case of active tuber- 
culosis. One of its three tuberculosis subeommit- 
tees has been trying for about 15 months to 
define a reportable case of tuberculosis. I believe 
this committee will report within the next three 
months a standardized method of reporting by 
all agencies. We hope this will give us informa- 
tion on which to form a better analysis of our 
tuberculosis problem, state by state and city by 
city. 

You will see in our statistics, we have always 
hospitalized most of the active cases in children, 
even though they might not have a. positive 
gastric test. We know that even the best laborato- 
ries do not get more than 40 to 50 per cent con- 
firmation of gastric tests on these cases. So we 
have considered other factors such as direct 
exposure, parenchymal x-ray changes, and clin- 
ical findings, as well as the positive tuberculin 
reaction. 

Among our cases in suburban Cook County 
there was a total of 118 children during a five- 
year period. The interesting fact is that the 
highest incidence, of course, is in the group 
under five years of age — 56.8 per cent. 

These figures point to another important 
factor here; that is need for early clinical rec- 
ognition and isolation of the adult active case of 
tuberculosis. We can force hospitalization fairly 
well in the suburbs. One of the great problems 
in many of our American cities is that it takes 
too much force to apply the first law of good 
tuberculosis control and eradication, which is 
isolation of the active case of tuberculosis. In 
most of our large American cities, and in many 
of our Veterans Administration hospitals, pa- 
tients leave against medical advice — the figures 
may be as high as 30, 40, or even 50 per cent. 
You cannot expect to have good tuberculosis 
control when these people can infect the popula- 
tion at will. 
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We have attempted to study the sources of 
infection among these child cases, and found 
that 34.7 per cent had contact to a case in their 
immediate families, This indicates why children 
and the entire family should be examined 
thoroughly if one family member is found with 
tuberculosis. Contact with other relatives ac- 
counted for 17.8 per cent; contact to neighbors, 
5.9 per cent; and contact with baby sitters, 3.4 
per cent. I might indicate in the last category 
that we have had baby sitters who came down with 
tuberculosis, and we were able to relieve the 
worries of the parents by putting the children on 
chemoprophylaxis. The group in which the — 
source is not known is still the largest with 36.4 
per cent. 

We would like to see the tuberculin test done 
routinely on all children who enter a hospital 
(within at least the first 48 to 72 hours). It is 
very surprising how often you find a positive 
tuberculin test. There has been a massive in- 
crease in the suburban population in Cook 
County, 77.21 per cent in the last ten years. 
The study of these children reflects the changes 
taking place in our population. Of the 118 chil- 
dren, 10 were children of Mexican migrant 
workers; 1 Korean child adopted by an Army 
sergeant; 2 immigrants, one age 14, from 
Jugoslavia and the other age five, from Italy. 
There were 14 families each with two or more 
child cases. 

We have tried to break the figures down to 
show how many children there were in the fam- 
ilies. There were 25 cases that were only-chil- 
dren; 18 were one of two children; 25 were one 
of three children; 23 were one of four children; 
17 were one of five children; 5 were one of six 
children ; and 5 were one of seven or more chil- 
dren. A few years ago we had a case where 8 of 
11 members of one family were found with active 
tuberculosis, six being in the sanitarium at the 
same time; the father and five of the children. 
Today with isoniazid chemoprophylaxis, I am 
sure this will not happen if the discovery of the 
tuberculosis is made early enough. Certainly we 
would recommend that all of the pediatricians 
routinely use the tuberculin test periodically on 
as many of their patients as possible. Certainly 
this is good medicine. 

We do have a great deal of knowledge now 
about chemoprophylaxis with isoniazid, and also 
about the treatment of the disease. The earlier 
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we discover the disease, especially if it be miliary 
or meningitis, we will be able to treat those chil- 
dren successfully. It is unfortunate that children 
develop hydrocephalus or some other complica- 
tion of tuberculous meningitis; and yet that does 
happen over and over again. Today with good 
preventive medicine, I am sure we can aid all 
these particular types of tuberculosis. 


Dr. Irvinc ABRAMS: Since the fall of 1955, 
the Tuberculosis Institute of Chicago and Cook 
County has conducted a tuberculin testing pro- 
gram in selected Chicago schools. The Municipal 
Tuberculosis Sanitarium provided x-rays of 
reactors and their associates, follow-up, and 
treatment in many instances. The Tuberculosis 
Institute used 5 T.U., old tuberculin, which is 
1/10 cc. of the material used, and compares with 
the intermediate strength PPD. The intracuta- 
neous site is used. Since 1955 and the spring of 


1960, 19 public high, 38 public elementary, 28. 


parochial high, and 35 parochial elementary 
schools were tested in all grades: 58,203 children 
in the public schools, and 24,305 in the parochial 
schools. This was a quality program but limited 
to only a few schools each year. Obviously it was 
not extensive, especially in view of the mobility 
of families and extension of low income areas. 

An Ad Hoe Committee, with Dr. McEnery as 
chairman, was organized. For many reasons, the 
ninth grade was selected for testing and follow- 
up in all the high schools of the city, public, 
parochial, and private. Ninth grade involved 
children from 13 to 18 years of age, but mostly 
14 and 15 year old pupils. This testing program 
has been under way for seven months and will 
be completed next month. This is the first time 
a wide study of the tuberculin status of a partic- 
ular age group from all parts of the city has 
been completed in any one year. Let me bring 
you up-to-date on the school program from 1955 
to the present time. (Slides were shown). 

This slide shows cases and deaths from tuber- 
culosis in Chicago for the past six years. Each 
succeeding year there has been a decline in total 
cases and deaths except in 1960, when there was 
a leveling-off with 1959. “A” cases, those which 
are active or probably active cases of tuberculosis, 
have decreased each year. 

The next slide shows cases and deaths for one 
year, 1959. Note the preponderance of male 
cases, 2,597, over female cases, 1,256; and the 
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male deaths, 253, over the femals deaths, 81. 
Note also 534 cases in children under five, and 
113 cases from 5 through 14 years of age, also 9 
deaths under five years, and 2 deaths from 5 
through 14 years. After the 14 year age group, 
there is a sharp jump in cases and deaths. Of 
the 534 cases under five years, 35 were “A” cases 
and 499 were “B” cases; of the 113 cases from 
5 through 14 years, 45 were “A” cases, and 68 
were “B” cases. These figures indicate tubercu- 
losis cases and deaths become a major problem 
as children get older. 

The next slide shows cases and deaths with 
rates in Chicago, in Illinois, and the United 
States for the year 1940, and 1950 through 1959. 
Consistently through the years the rates per 
100,000 population are higher in Chicago than 
in Illinois, and higher in Illinois than in the 
United States, except for 1959, when the mortal- 
ity rate was seven per 100,000 in Illinois and in 
the United States. 

The next slide shows shaded areas which 
represent the residential areas of iow economic, 
nonwhite residents in Chicago. This is important 
when we look at the cases, deaths, and reactors 
by community areas. 

The next slide shows seven community areas 
(75 in all) that have the highest percentage of 
reactors over a period of five years. Also shown 
are the number of cases by community areas, 
and the number of deaths. The highest percent- 
age of reactors correlates with the highest num- 
ber of cases and deaths by community areas with 
the exception of Area 60. Another area, 42, not 
shown on this chart, is the large West Side area 
recently populated by nonwhites, and in the 
last four years among the first seven highest 
community areas. This correlation is logical and 
indicates that where there is the greatest number 
of cases and deaths, there are the highest per- 
centages of positive reactors in children. 

The next slide shows that among the 58,203 
students from kindergarten through twelfth 
grade tested in the five-year period, 1955-1960, 
in the public schools in Chicago, 15.8 per cent 
were reactors. The boys showed 16.2 per cent 
reactors, and the girls 15.3 per cent. Also note 
that there is a sharp rise in the percent of reac- 
tors as’age advances. This correlates with the 
rise in reported cases and deaths as age advances. 

The next slide shows a four-year analysis of 
reactors by sex, color, and age group in 14 high 
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schools and 32 elementary public schools in all 
grades. Significant is the nonwhite reactor 
incidence of over 18 per cent, and the white 
reactor incidence of 13.6 per cent. 

The next slide shows the last year of the old 
program of testing all grades, the 1959-1960 
school year. Please note that males and females 
have the same reactor incidence, and the non- 
white and white almost the same reactor in- 
cidence. This is only one year’s statistics. Is it 
setting a trend? The answer is No, as will be 
seen later. 

The next slide shows comparison of reactors in 
public schools with parochial schools in Chicago. 
The public schools showed 15.8 per cent reactors, 
and the parochial 11.6 per cent in all grades. 

The next slide shows comparison of reactors in 
parochial and public schools of Chicago as 
compared with reactors in parochial and public 
schools in suburban Cook County for the year 
1959. Consistently, the city schools are highest 
in percentage of reactors; also city parochial 
schools are higher than suburban parochial 
schools. 

The 1961 program of ninth grade testing 
involves children from 13 to 18 years of age; 
most of the pupils are 14 to 15 years old. Ap- 
proximately 38 public, and 43 parochial schools 
have been tested thus far. This program, as I 
have said, will be completed in March. Therefore, 
figures in all areas of interest are not available, 
but some important data have been gathered. In 
the public schools, 13,921 children, and in the 
parochial schools, 7,068 children have already 
been tested. There were 17.6 per cent total 
reactors in the public schools, and 12.02 per cent 
total reactors in the parochial schools. There 
were 14.6 per cent white reactors in the public 
schools, and 11.3 per cent white reactors in the 
parochial schools. 

There were 23.2 per cent nonwhite reactors 
in the public schools, and 20.2 per cent nonwhite 
reactors in the parochial schools. The trend of 
equal reactor percentage in white and nonwhite 
in the 1959-1960 school year did not hold up, 
those for nonwhite reactors being significantly 
higher in ninth grade in Chicago schools than 
for white. 

An interesting isolated finding is a private 
Jewish school where 55 ninth graders were 
tested, and 20, or 36.4 per cent, were reactors. 
This is a tremendously high percentage. Three 
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of the 20 reactors are from out of the country 
— two from Trinidad, and one from Israel; the 
remaining 17 are from Chicago. This suggested 
that we look at two public high schools with a 
high Jewish attendance. One showed 23.1 per 
cent reactors and the other, 20.1 per cent. This 
indicates the Jewish ninth grade students are 
more widely infected than the average ninth 
grader (17.6 per cent). 

It is apparent from these statistics that the 
nonwhite population in Chicago is the greatest 
seed-bed of tuberculosis. It is estimated there 
are about 75,000 positive reactors among whites 
and nonwhites in all grades in the public schools - 
of the city. Add to this the number in the 
parochial schools, and the figure is staggering. 
No matter what progress has been made in the 
past, the danger of tuberculosis is real. The young 
tuberculin-positive children are the sources of 
new infection and new cases for many years to 
come if control measures are not exerted. The 
cases and deaths from tuberculosis at the adult 
level come from the group of children reactors of 
yester-year. A large part of the city population 
is seeded with tuberculosis to a greater extent 
than suburban Cook County. 

More extensive and frequent testing on the 
part of private doctors and public and voluntary 
agencies is needed. More selected children should 
be treated with isoniazid, depending on the 
accepted indications, which need to be more 
widely and more frequently publicized. And 
tighter control over active cases is needed. 

I would like to point out a second value of the 
tuberculin test. The first, of course, is its speci- 
ficity in reactor finding. The second is its value 
in showing incidence of infectivity in neighbor- 
hoods and families from which the reactor chil- 
dren come. If a school, for example, has five per 
cent reactors, and another school 30 per cent 
reactors, the case finding should be intensified 
in the families and neighborhood of the 30 per 
cent reactors, because that is where the greatest 
number of open cases will be. 


Moperator T. McENnery: Thank 
you, Dr. Abrams. We have one of our out-of- 
town neighbors from Milwaukee with us tonight. 
Dr. Kassowitz has done a tremendous amount of 
work on tuberculosis in Milwaukee, and I wonder 
if he would make some comparisons for us while 
we are collecting questions from the audience. 
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Dr. Kart E. Kassowirz: I came to listen 
and to learn, and I have been asked to tell you 
something, but fortunately not statistics. I am 
not authorized to give you anything about Mil- 
waukee comparable to what we have heard from 
Dr. Piszezek. 

However, what we have attempted to do at 
Milwaukee Children’s Hospital Outpatient De- 
partment is to start a foolproof testing program 
to extend at least nearly two decades. Up to the 
year 1952 or 1953, we have been showing a drop 
in the incidence of tuberculin reactions. We used 
the 1:1,000 Old Tuberculin, and we still use the 
Old Tuberculin besides the PPD, because clin- 
ically we avail ourselves of the strongest test. 

We have seen in our Outpatient Department 
an increasing number of Mexicans, Puerto 
Ricans, and late European immigrants. We have 
seen a drop from 7 to 8 per cent to 5 and 3.5 per 
cent for all ages up to 14 years in these groups. 


Four years ago we embarked on a program of | 


chemoprophylaxis of positive reactors aged 1 to 
3. Now the age limit has been raised to 4 years. 


What we are working toward is a foolproof 
tuberculin test at all ages. Usually we just forget 
about any age limit, and take it upon ourselves to 
instruct the mother and try to persuade her to 
come back after two months for more medica- 
tion. We tell her if she does, her children may 
stay well, or they may not; nobody knows. We, 
therefore, are able to report, and this will be 
published in the Wisconsin Medical Journal in 
the next few months, on our experience with 
three years of chemoprophylaxis in all age 
groups. I will say that this will not be limited to 
the age group of low risk, between 4 and 14 
years, but we will report on the indiscriminate 
chemoprophylaxis of all bona fide tuberculin 
reactors. 


Dr. McEnery: Thank you, Dr. Kassowitz. 

These are some of the questions from the 
audience: Should INH be given to everybody 
who has been in contact with a case of tuber- 
culosis? One of the recent issues of the American 
Academy of Pediatrics Journal has an article on 
the use of INH. Another question we have is 
why do we advise INH prophylaxis for treat- 
ment ? 

I would like to ask Dr. Barclay how he feels 
about the subcutaneous testing program in the 
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Chicago schools. Instead of changing the needle 
on all children being tested, we are now just 
flaming the needle between tests. The question 
has come up whether or not this is likely to 
increase the incidence of infectious hepatitis. 
Dr. Barclay ? 

Dr. R. There is no una- 


‘nimity of opinion on this. I think it can be 


said that in such a program the risk of hepatitis 
is negligible. For instance, if the test is given by 
experienced people, no blood is ever aspirated 
into the needle, and there is no blood except a 
drop on the skin after the test. If the needle is 
flamed before the next test, this should take care 
of it. However, theoretically, it is possible to 
transmit infectious hepatitis in this way. For 
this reason, you may wish to insist that a new 
needle be used for each test. Practically speaking, 
the risk is negligible; theoretically, it is there. 

Dr. M. R. Licutenstein: Just within the 
past couple of years, the Committee of the Amer- 
ican Trudeau Society, which considered the pos- 
sibility of infectious hepatitis in doing tubercu- 
lin tests, said it was all right to flame the needle 
between tests. Here the Committee indicated that 
if a platinum needle is used, it can be flamed. 
They quoted no cases of hepatitis in many 
thousands tested by this method. 


Dr. ApraMs: What is the relationship between 
attending public school and exposure to tuber- 
culosis ? 

The statistics which I have presented indicate 
that in many instances more nonwhite children 
from slum areas attend public school than paro- 
chial school. The statistics also indicate that 
nonwhite children who attend public schools are 
exposed to a greater number of open cases of 
tuberculosis among adults and associates in their 
neighborhoods and homes than do children at- 
tending parochial schools. 

Dr. Barctay: I might add that at the 
University of Northern Illinois at De Kalb the 
rate of positive tuberculin reactors in the enter- 
ing freshmen is less than three per cent. This is 
an interesting comment on the social status of 
the negative reactors, and the possibility of get- 
ting into college if you are a positive tuberculin 
reactor apparently are pretty slim. 


Dr. PiszczeK: The question is: Do you rec- 
ommend the tuberculin test be given in children 
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who are critically ill with pulmonary disease? I 
presume what the questioner meant was in case 
of pneumonia or something of that nature. I 
think there is no reason for not doing the tuber- 
culin test. Certainly, if you need to do a tuber- 
culin test in a child with critical pulmonary 
disease, you could start out with a 1:10,000 
dilution; and if that is negative, you can re- 
peat the test with 1:1,000. In the children in 
the Suburban Cook County District, we use 
1:10,000, then 1:1,000, and even 1:100. There 
should be no contraindication to doing the tuber- 
culin test. 


Another question: Will INH prevent the 
conversion from a negative to a positive tuber- 
culin reaction? We have had very sad experience 
in two cases. That was about five years ago when 
INH was first used in very early known con- 
tacts. Now it is known that it can be given to 
anybody who will take it, including all old cases. 
We now recommend it for all cases for chemopro- 
phylaxis. We have found in a number of chil- 
dren that, if the mother has active tuberculosis, 
or the father, and there are several children un- 
der the ages of 1, 2, or 3, if they are put on INH 
right away, they will change from a negative to 
a positive reaction within three months. There 
will not be any clinical symptomatology of active 
disease within that period of time. In other 
words, INH did not prevent their getting a 
conversion from negative to positive reaction. 
They probably had some open lesions and germs 
in the system, but it takes roughly six weeks for 
the tuberculin test to convert from negative to 
positive. We are no longer waiting for the con- 
version. All positive reactors are put in isoniazid. 


Dr. LicHTEnstEtN: I have several questions. 
One is: What is the significance of vesicles? They 
merely indicate in the tuberculin test that the 
patient is highly allergic. It may be a recent in- 
fection, or it may be a reinfection. Frequently 
it Just means that the patient is highly allergic. 
Beyond that, I think there is no significance. 


Another question: How often do you repeat 
the test? I think in your private patients you 
have to use your own judgment. I think the test 
should be repeated in a child who has been ill 
with an upper respiratory infection. On the other 
nand, if a child goes on perfectly all right, there 
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may be no indication for repeating the test be- 
tween the ages 5 and 12. However, the Public 
Health Service tells us to do the test at least 
once a year on large groups. You can do only a 
few in the schools, and really this is the best way. 
Therefore, we are having difficulty in isolating 
these children and in trying to follow every child 
to know when he does convert. 


The next question: How long do the marks 
from BCG vaccination last? The marks made 
by the multiple puncture technique may last for 
weeks or months, and leave no real scar. 


Next: Does PAS have side reactions such as 
hallucinations in children? PAS does have side 
reactions, but not hallucinations. It may cause 
gastrointestinal difficulties. One should look for 
PAS reactions in less than one percent of per- 
sons. We have never seen it in children, only in 
adults, but the reactions can be quite frightening. 

Dr. PiszczeK: I should like to add one com- 
ment. It is known that vesicle formation is more 
likely in recent immigrants. We have tested close 
to 300 immigrants from Europe, all of whom 
were brought here by religious organizations for 
placement. We know that the percentage of these 
people who will break down in the next ten years 
is exceedingly high. It has been observed in New 
York that one out of five will be tuberculin pos- 
itive. We test all of these with 1:10,000. I would 
say that about 50 per cent have vesicles, and they 
take a much more massive dose than any of the 
American population, probably from a residue 
of concentrated infections over a long period of 
time. We are placing all of these patients under 
at least one year of INH chemoprophylaxis, with 
the hope of reducing the incidence of reactiva- 
tion. It is known that such people are highly 
susceptible to reactivation of the disease. 

Dr. Barcray: I might say there is no ex- 
perimental evidence for the use of isoniazid in 
treating patients with inactive disease. It is 
known there is less risk of local disease in the 
animal, but there is no clinical evidence to give 
any validity to that sort of treatment at this 
time. 

Dr. PiszczeK: Time will tell. 


Dr. ABRAMS: The question is: Does the Board 
of Education conduct other programs besides 
tuberculosis service ? 


dle 
ust 
ion 
to 
tis. 
na- 
be 
itis 
by 
ted 
ta 
is 
are 
to 
or 
ng, 
Te, 
the 
er- 
eu- 
dle 
hat 
ed. 
ny 
pen 
er- 
ate 
ren 
To- 
hat 
are 
of 
eir 
at- 
the 
the 
er- 
3 is 
of 
set - 
lin 
"eC- 
ren 
onal 29 


Yes, the Board of Education conducts many 
programs. 


Another question: Does the BCG reactor enter 
into the statistics quoted? No, the statistics 
which were quoted on the ninth grade level, did 
not include BCG reactors. 


Dr. Barctay: Does Old Tuberculin contain 
a protein of the tubercle bacillus? Yes, there 
are the large proteins, and some protein is in- 
corporated into the media. 


At what age do you recommend doing the 
first tuberculin test, and how often should it 
be done thereafter? I do the first tuberculin test 
at six months, and advise doing it every six to 
twelve months thereafter. 


How do you feel about the Vollmer test, that 


is, the tuberculin patch test? I think it should: 


never be used. I think you should use the best 


Aleohol and cholesterol 


The effect of ethyl alcohol on the serum 
cholesterol concentration in normal man is cer- 
tainly small, and high doses of ethanol are 
needed to produce an elevation of serum choles- 
terol which reaches statistical significance. How- 
ever, the fact that such an increase is produced 
indicates that alcohol may be of some importance 
in maintaining high levels of serum cholesterol 
in individuals drinking large amounts of alcoholic 
beverages and subsisting on high-fat diets. 

The fact that ethanol increased serum choles- 
terol (and other lipids) concentration in the 
serum of hyperlipemic individuals is important 
from the medical viewpoint and indicates that 
these patients should be advised against drinking 
alcoholic beverages. The same is true of essential 
hyperlipemic individuals and in subjects with 
high intrinsic cholesterol levels. The results of 
our experiments in men indicate that these in- 
dividuals should avoid drinking of alcoholic 
beverages, in addition to the usual dietary meas- 
ures, in order to lower their serum cholesterol 
levels. Francisco Grande, M.D. and Donald 8. 
Amatuzio, M.D. The Influence of Ethanol on 
Serum Cholesterol Concentration. Minnesota 
Med. Nov. 1960. 
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test available. 

How do you feel about the policy of having 
the mother read the tuberculin test herself? I 
prefer to read the test myself. 


Dr. LicHTENSTEIN: The question is: We are 
putting stress in the time element in starting 
prophylaxis. Don’t you think we are overlooking 
an important factor in not stressing the time 
element in breaking contacts with infecting 
cases ? 

Of course, I am sure all of us try to break the 
contact promptly when we find a man or woman 
with tuberculosis if there is a positive sputum. 
There is a court order which protects children 
particularly, usually by a threat, to make the 
man or woman enter a sanitarium. 


Dr. McEnery: I wish to thank all the 
members of the panel for their very fine pres- 
entations, and the members of the society for 
their participation in the discussion. 


Deductible health insurance 


The question always arises as to whether in- 
surance coverage with a deductible tends to hold 
down utilization to a significant degree. Again, 
I don’t believe there are satisfactory statistics 
to prove this situation one way or another. Cer- 
tainly if it has any effect, it must be in some 
way related to the size of the deductible and, as 
you know better than I do, this is a narrow line 
to walk since too small a deductible probably 
will have no effect on utilization, and too large 
a one will hinder patients from getting adequate 
care or make the insurance prepayment package 
unattractive and set up bad debt problems for 
hospitals, and political pressures for all of us 
to have some type of government financed care. 

Since the really significant pressure for over- 
utilization is probably found in the cases re- 
quiring diagnostic services, a change in insurance 
benefits to include diagnostic services out of the 
hospital would go a long way towards relieving 
this pressure and, if it can be adequately fi- 
nanced, would be a significant addition to the 
over-all’ availability of health services for our 
people. Russell A. Nelson, M.D. Hospital Costs 
and Health Insurance. Health Insurance View- 
points. April 1961. 
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For millenniums man lived on the edge of 
water. In that period when he was a gatherer, the 
beach provided him a life-sustaining existence. 
Plants and sea animals thrived in the shallows 
and were readily available. Travel, exploration, 
and limited commerce were possible only by 
water before the domestication of animals and 
the invention of the wheel. So man was at home 
in this element, respected it, and of necessity 
learned to maintain himself in it for limited 
periods. Learning to swim was as mandatory for 
his survival as was learning to run. 

But how different and shameful is the situation 
today in this era of pushbuttons, rapid com- 
munications, and speed. Where is the sense of 
achievement in mastering basic human skills, 
the knowledge and respect for the environment, 
the assurance of resourcefulness? There are 
literally millions in our country today who have 
little or no knowledge of water, thereby express- 
ing a morbid fear of it or outright contempt. 
Aboard modern water crafts replete with present 
day engineering ingenuity, they wrap themselves 
in false security. All is well until the moment 
they are upended and find themselves 
in the water — then a hostile environment to 
those who did not take the time nor trouble to 
make their acquaintance with it under more 
favorable conditions. Accidents don’t just hap- 
pen; they are unwittingly planned mistakes 
resulting from ignorance or misinterpretation of 
facts. 

To reverse the upward trend of drowning 
accidents, let us bear in mind that it is never too 
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Sink or Swim 


Jutius M. Kowatsk1, M.D., Princeton 


late to learn. Mature judgment is an effective 
counterbalance to rapid, enthusiastic learning in 
the young. Any adult who finds himself upon 
water, even as an occasional boater or fisherman, 
should make every effort to become a swimmer or 
forego these soul-satisfying recreations. It is this 
individual, like his Sunday-driver counterpart, 
lacking in proficiency, who is the greatest menace 
to himself and others. 

But it is in childhood that the die is cast for 
adult life. Children can learn to swim as readily 
as they can learn to walk. Though a few are not 
much beyond infancy when they learn to dog- 
paddle, the majority are given group instruction 
after becoming of school age. Now, in the tender 
formative years things can augur for good or 
bad. Forceful ducking, splashing unexpectedly 
with cold water, and other pranks by older play- 
mates can turn a youngster away from water 
for life. It may take many days of patient train- 
ing and reassurance to undo a few moments of 
thoughtlessness. 

Likewise, the father who has always been too 
busy somehow, now finding that his ego is in- 
jured since his son doesn’t participate in water 
frolicking with others says, “T’ll teach that kid 
to swim this summer if it’s the last thing I do!” 
won’t have a swimmer. The idea is noble, but 
the approach is character-shattering. Unless one 
has — not just thinks he has — the time and 
ability to teach swimming, better leave this 
instruction to qualified personnel. Swimming 
and knowledge of water is not all pleasant, 
exhilarating, or relaxing as so many are prone to 
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believe. It is at rare, critical moments, often 
under most adverse conditions, that earlier 
thorough training by competent instructors will 
spell the difference between life or death. No 
price is too high for this instruction; actually, it 
is most modest. 

The American Red Cross has been the shining 
beacon for swimming and life-saving in this 
country almost since its inception. In close coop- 
eration with the YMCA, schools, Boy Scouts, 
Camp Fire Girls, summer camps, civie recre- 
ational groups and others interested in any phase 
of water recreation, the American Red Cross is 


Art and science of medicine 


The aim of scientific medicine should remain 
as it is now—a diagnosis in rigorousness and 
precision, a rational therapy based on this sort 
of diagnosis and validated under as strict con- 
ditions as possible on the model of the double- 
blind experiment. For some time to come this 
medicine will be the science of specialists, who 
possibly will have only a limited contact with 
their patients and will be able to observe only 
a limited field—i.e., their specialty. The other 
medicine, which I call medical practice, will have 
to forgo the ambition to become as exact as her 
sister. Her ambition will not be so much diag- 
nosis in precision as diagnosis in depth; and it 
will be many years, possibly generations, before 
doctors can refine their findings and their lan- 
guage for describing them so that it will match 
the achievement of scientific medicine. As their 
diagnosis will not be precise, objective, or sci- 
entific, the treatment based on it will not lend 
itself to a validation according to the model of 
the double-blind experiment. They will have to 
develop new criteria, a different kind of sci- 
entific objectivity, which may be called whole- 
person pathology or whole-person medicine, in 
which the main task will be to understand the 
meaning for the person of the complaints and 
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most willing to advise or instruct. There isn’t 
an advanced swimmer in the country who hasn’t 
directly or indirectly benefited from American 
Red Cross instruction. Preparing for disaster is 
its business, should it befall an individual or a 
whole segment of the population. In many areas, 
American Red Cross swimming instructions are 
given on a county-wide basis and an inquiry at 
the local office will put even the most hesitant of 
landlubbers on the way to becoming crusted old 
salts. 

If you don’t know how to swim, inquire today 
and learn this summer ! 


illnesses that he offers to his doctor. The aim of 
therapy will then be to enable the patient to 
understand himself, find a better solution for 
the problem facing him, and thus achieve the 
integration which has not developed or has 
broken down because of disturbed relationship 
ot the individual with his environment. This is 
the place of psychotherapy in medicine. 

Looking at the situation thus, we may say 
that there is no need for controversy or com- 
petition between the two medicines. What must 
be done, however, and must be done from both 
sides, is to find out what sort of conditions can 
be treated by what kind of methods; and it is 
here that great difficulties have to be expected. 
The tacit conclusion that hospital teachers and 
methods are far superior to anything else will 
have to be revised. In many conditions it is true, 
but in others the patient can get more help from 
general practice—i.e., from proper psychotherapy. 
While the methods of hospital medicine are gen- 
erally more successful in dramatic or critical 
conditions involving life or death, general prac- 
tice and psychotherapy may be more effective in 
securing or maintaining contentment and human 
happiness—which is perhaps equally important. 
In modest terms, we may state their aim as to 
free people from unnecessary miseries in every- 
day life. Michael Balint, M.D. The Other Part 
Medicine. Lancet. Jan. 7, 1961. s 
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The View Box —diagnosis and discussion «(continued from page 23) 


The clinical diagnosis of a large trichobezoar 
was confirmed by the radiographic findings. 
The bezoar formed a cast of the stomach lumen 
and moved freely on palpation and change of 
position. 

The rough and porous surface of the hairball 
remained coated with barium (Fig. 3) when all 
contrast material had left the stomach, thus 
ruling out a large, soft, and pedunculated tumor. 
A hairball measuring 10 X 3 X 3 centimeters 
was removed by gastrotomy. The recovery of the 
patient was uneventful. 

Bezoars, concretions found in the alimentary 
tract of animals, were once highly prized anti- 
dotes for poisons; The name in common usage 
now comes from the Persian “pad-zahr’” meaning 
antidote against poison. The first description of 
a bezoar in man is credited to Baudamant 
(1777), who found them in the stomach and 
duodenum on autopsy. Since that time, numer- 
ous cases have been reported in the literature. 
Most common are the trichobezoars and phyto- 
bezoars. The latter consist of a gluelike coagulum 
formed by the hydrochloric acid of the stomach 
with vegatable matter from the unripened fruits 
of the persimmon family. Shellac, varnish, nails, 
and other indigestible matter are less frequently 
found as foreign bodies in the alimentary tract. 

The clinical symptoms are varied, ranging 
from mild gastrointestinal complaints to a 


The dentist and oral cancer 


The dental profession is aware of its important 
contribution to cancer control. During the last 
decade, the nation’s dental schools have sharply 
increased their emphasis of teaching in the areas 
of oral diagnosis, oral pathology, and related 
fields. Most schools now present separate courses 
in oncology and dental student frequently attends 
the hospital tumor board and outpatient clinics. 
The recent dental graduate has had considerable 
instruction in the indications for the technics 
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Figure 3. Follow-up study six hours after the inges- 
tion of the contrast medium. 


severe, debilitating illness. Parts of the bezoar 
may appear in the vomitus or in the feces. 

Complications include gastrie ulcer (24-75% ) 
and intestinal obstruction (rare). 


FURTHER READING 
1. Buckstein, J.: The Digestive Tract in Roentgenology. 
Ed. 2, Vol. 1. Philadelphia, J. B. Lippincott Company, 
Pp. 330-334. 
. Edwards, J. R., Jr., and Riley, 
struction Due to Persimmon Bezoar, 
33:499-502 (Sept.) 1957.. 
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of biopsy and the use of exfoliative cytology 
studies and is aware of most aspects of the oral 
cancer problem. Increasing numbers of dentists 
are becoming qualified in the dental specialties. 
In most instances their training programs in- 
clude considerable emphasis in the field of neo- 
plastic disease. The increasing popularity of 
dental internships provides dental graduates with 
additional experience with the cancer patient 
in a hospital environment. Minor Turrentine, 
DDS. The Dentist and Cancer. J. M. A. 
Georgia. April 1961. 
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Motility Disturbances 


Caused by Prochlorperazine 


F. Diamonp, M.D., and M. Liuperis, M.D., Chicago 


7 phenothiazine derivatives have earned 

their place as most useful and effective psy- 
chopharmacologic agents during the relatively 
short period since their introduction. Their use 
in pediatrics has been related largely to their 
effectiveness as antiemetic agents. The side 
effects of the phenothiazines are well known, and 
bizarre extrapyramidal disturbances have been 
reported**°. The lability of the juvenile nervous 
system apparently makes children more sus- 
ceptible to the extrapyramidal seizures. 

The purpose of this report is to describe four 
cases of seizures complicating short-term pheno- 
thiazine therapy and to re-emphasize the hazard 
of using these drugs in the symptomatic therapy 
of vomiting in children. Despite an extensive 
campaign by one manufacturer to educate the 
profession, the prescribing physician did not 
recognize the reactions herein described. Patients 
in each case were admitted to the hospital with 
a provisional diagnosis of infectious disease of 
the nervous system. Cases described herein were 
seen at four hospitals affiliated with the Stritch 
School of Medicine of Loyola University. 


Case 1 


A 13 year old white female awoke in the 
morning with nausea, malaise, and a fever of 38 
C. She was seen by her family physician who 
diagnosed gastroenteritis and gave parenteral 
penicillin. Four hours later, vomiting supervened, 
and a 25 mg. prochlorperazine suppository was 
prescribed. The patient became extremely 
agitated and complained of abdominal pain. 
The surgical consultant ruled out surgical 
disease of the abdomen and recommended that 
the 25 mg. prochlorperazine suppository be re- 
peated, six hours after the original dose. The 


From the pediatrics department, Stritch School of 
Medicine, Loyola University. 
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patient awoke three hours later with muscle 
spasms involving the neck and shoulders, and 
she appeared terrified. She was seen at the St. 
Francis Hospital emergency room, where an 
intern diagnosed encephalitis. Pediatric con- 
sultation was obtained. Seizures due to prochlor- 
perazine were suspected, and treatment was in- 
stituted with caffeine sodium benzoate and 
barbiturate sedation. The patient gradually 
improved over a six hour period. 

Two siblings subsequently developed a similar 
syndrome of fever and vomiting. 


Case 2 


R.N., a 20 month old white male, was admitted 
to Mercy Hospital with a twelve hour history of 
fever and vomiting. Six hours before admission 
he had been seen in the emergency room, where 
a diagnosis of pharyngitis and gastritis had been 
made. He was given 600,000 units of Bicillin® 
intramuscularly and a 2.5 mg. prochlorperazine 
suppository as an antiemetic. Three hours later, 
he developed seizures consisting of sudden 
rigidity of all four extremities with arching 
of the back. They recurred every 20-30 minutes 
until admission. The admission diagnosis was 
suspect meningitis. A spinal tap disclosed clear 
fluid under normal pressure with two lympho- 
cytes per cu. mm. Sugar and protein were 
normal. Culture subsequently showed no growth. 
Prochlorperazine intoxication was then  sus- 
pected. Caffeine sodium benzoate was admin- 
istered intravenously; seizures subsided com- 
pletely after 90 minutes. The child was treated 
with parenteral tetracycline 20 mg./Kg./day for 
his pharyngitis. He was afebrile in 48 hours and 
was discharged after four days. 


Case 3 


A 12 year old white female was examined 


because of fever and vomiting. Her throat was - 
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inflamed and rhonchi were heard throughout 
the chest. Therapy was instituted with parenteral 
penicillin and a 25 mg. prochlorperazine 
suppository every six hours. Seven hours later 
the patient experienced severe seizures consisting 
of rigidity of the upper extremities and drawing 
of the head to the left. She was admitted to 
Little Company of Mary Hospital, where a 
spinal tap showed clear fluid under normal 
pressure. The spinal fluid chemistries and cell 
count were normal. The child was started on 
phenobarbital 32 mg. every four hours; seizures 
gradually disappeared after 12 hours. Chest x- 
ray disclosed a bronchopneumonia, which was 
treated with parenteral penicillin and strepto- 
mycin, and the patient recovered in six days. 


Case 4 


A 10 month old infant with vomiting and 
diarrhea of two days’ duration was seen by the 
family physician who made a diagnosis of gas- 
troenteritis. Four hundred thousand units of 
penicillin and 0.5 Gm. of streptomycin was 
given intramuscularly and 2.5 mg. prochlorpera- 
zine suppositories were prescribed. One-half hour 
after the first suppository was given, the child 
developed seizures consisting of sudden opistho- 
tonus with rigidity and tremors of the upper 
extremities. He was admitted to St. Francis 
Hospital because meningitis was suspected. A 
spinal tap was done, and the spinal fluid was 
found to be completely normal. Calcium 
gluconate, 5 ml. of a 10% solution, did not 
relieve the condition; similar results were 
obtained with caffeine sodium benzoate, 0.5 Gm, 
intravenously. The infant was started on Artane® 
Elixir 0.4 mg. every six hours; the symptoms 
gradually disappeared over a 12 hour period. 
The most striking feature of this case was the 
persistence of a tremor of the head, much like 
that seen in senile paralysis agitans, for 36 hours. 


Discussion 


Motility disturbances with therapeutic doses 
of phenothiazines have been reported to result 
from chlorpromazine (Thorazine®)*?; pro- 
mazine (Sparine®)*; perphenazin (Tri- 
lafon®) promethazine hydrochloride (Phen- 
ergan®)1; prochlorperazine (Compazine®)*” ; 
trifluoroperazine (Stelazine®)®; and _ thiopro- 
pazate (Dartal®)’. These disturbances have been 
most often observed among children being 
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treated for acute physical illnesses,* but are not 
unknown among children being treated for 
psychiatric disturbances.® All the cases in the 
present report had been treated with pro- 
chlorperazine. This may reflect the popularity of 
this product in the community or may, on the 
other hand, reflect that this medication is partic- 
ularly poorly tolerated by children. 

We used the dosage schedule recommended by 
Cohlan’® for prochlorperazine. Cases 1 and 3 rep- 
resent possible overdosage reactions, but cases 2 
and 4 would seem to represent true drug 
idiosyncrasies. It has been alleged* that very _ 
young children are more tolerant of phenothiazine 
drugs; however, both the patients in cases 2 and 
4 were under two years of age. Antiparkinsonian 
drugs such as Artane and Cogentine® are 
reliable, if not dramatic antidotes. Caffeine 
sodium benzoate is not the specific antidote it 
was originally claimed to be.* Immediate dis- 
continuation of the offending phenothiazine is 
the most important phase of therapy. 


Summary 


Four cases of seizures following prochlorpera- 
zine therapy are presented. All cases were 
originally suspected to be infectious diseases of 
the nervous system. Drug idiosynerasy, as well 
as overdosage, is implicated in the cause of the 
seizures. The seizures, in every case, terminated 
in 36 hours or less. No permanent residuals 
were observed. The discontinuation of pheno- 
thiazine therapy and the use of antiparkinsonian 
drugs constituted the most effective management. 
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EDITORIALS 


Phenylketonuria, ‘“‘an inborn error 


There is substantial evidence that some of the 
inborn errors of metabolism may cause mental 
retardation. Considerable attention has recently 
been given to this entire group of metabolic 
disorders since it has become known that in some 
of them, brain damage can be ameliorated or 
prevented by proper treatment.?? 

One of these metabolic disorders, phenylke- 
tonuria (PKU) was discovered in 1934 by 
Folling* when he added ferric chloride to the 
urine of two mentally retarded siblings. The 
resulting color reaction was found to be due to 
phenylpyruvic acid. 

Phenylketonuria is a recessive trait genetically 
transmitted. It has been estimated that the con- 
dition occurs in 1:20,000 persons and that 1:70 
are carriers. About one per cent of the inmates 
of mental institutions have brain damage 
(phenylpyruvie oligophrenia) due to PKU. 

The affected patients cannot metabolize 
phenylalanine to tyrosine due to the deficiency 
of a liver enzyme, phenylalanine hydroxylase. 
Infants born with PKU develop excessively 
high phenylalanine blood levels when fed either 
human or cows’ milk. Continued ingestion of 
food containing large amounts of phenylalanine 
causes irreversible brain damage. A diet low in 
phenylalanine reduces the blood levels of this 
substance below the point of toxicity. 

Phenylpyruvie acid usually appears in the 
urine in untreated PKU ‘infants to 
6 weeks old. The lack of exeretion of the 
substance before this time in PKU patients is 
believed to be due to the immaturity of the liver 
enzyme system which transforms phenylalanine 
to phenylpyruvic acid by deamination. There- 
fore, the diagnosis of PKU during the first month 
of life in suspected infants can be made only by 
the determination of phenylalanine blood levels. 
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of metabolism’”’ 


The members of the Mental Health Com- 
mittee of the Illinois Chapter of the American 
Academy of Pediatrics recommend that the urine 
of infants be tested for excessive amounts of 
phenylalanine at 6 weeks and again at 3 months. 
Children under one year of age with any of the 
following conditions should also be screened :* 

1. Actual or suspected mental retardation 

2. A retarded or PKU sibling 

3. Nonspecific persistent diaper rash 

4. Seizures 
5. Peculiar odor to the urine 

There are simple tests available for the 
detection of phenylpyruvie acid in the urine. 
One such test is done by applying a test paper 
(Phenistix®) to a recently wet diaper. When 
the reaction is positive, phenylalanine blood lev- 
els should be determined to establish a firm diag- 
nosis. At the present time these determinations 
and being done by the laboratories of Dr. David 
Y.. Hsia at Children’s Memorial Hospital. 

There are many unanswered questions concern- 
ing PKU. For example, it is not known how 
phenylalanine causes brain damage. Then too, 
there appears to be little correlation between 
the height of the phenylalanine blood level and 
the severity of brain involvement. There are a 
number of reports of children with proven PKU 
who are not mentally retarded. In some un- 
treated children who have this metabolic dis- 
order repeated examinations of the urine have 
failed to reveal phenylpyruvie acid. There is 
no doubt that the earlier the diagnosis is rade 
and the low phenylalanine diet given, the better 
the prognosis. However, there appears to be no 
agreement on the length of time the special diet 
must be continued. Some investigators have 
reported that the diet may be discontinued at 
the age of 2 years without any deleterious effect ; 
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others claim that it should be given for a much 
longer time. 

The low incidence of the disease makes it un- 
likely that any one physician in private practice 
(not affiliated with a mental institution) will 
find more than one case of PKU in a lifetime. 
Yet, if every newborn infant with it were tested, 
200 to 400 cases would be found each year. With 
proper diet, institutionalization of these children 
can be avoided. 

The low phenylalanine diet given to PKU 
children should contain enough phenylalanine 
(15 mg./Kg.) to cover the requirements for 
growth. If the parents cannot afford to pay for 
the diet (which is expensive) they may obtain 
help through the Illinois Department of Public 
Health at Springfield. 

Daniel L. Pachman, M.D. 
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The phenothiazines 


Elsewhere in this Journal is a report by 
Diamond and Limperis on motility disturbances 
in children caused by one of the phenothiazines. 
Last month we published an article by Zocchi 
and Dimitri on one of the new phenothiazine 
derivatives, “Effects of Fluphenazine Dihydro- 
choloride in State Hospital Patients.” These 
drugs are becoming more popular: there are ten 
recommended mainly for the treatment of 
psychiatric conditions. Chlorpromazine (Thora- 
zine®) is one of the original, whereas tri- 
fluoperazine (Stelazine®) is one of the latest. 
These two drugs serve as examples of differences 
in the way phenothiazine products act therapeu- 
tically. Trifluoperazine ameliorates the under- 
lving psychotic process to eliminate aggressive- 
ness and hyperactivitv. Chlorpromazine calms 
by virtue of its sedative effect. The former 
product is better able to focus on specific 
symptoms, and in this respect may be preferred 
in treating a hyperactive individual suffering 
from delusions and hallucinations. 
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The phenothiazine group is used in the treat- 
ment of hyperactive psychotic disorders, acute 
alcoholism, head injury, and nausea of preg- 
nancy and radiation sickness. Some patients 
respond better to one drug than another, and the 
general physician should familiarize himself 
with at least one or two of these major tran- 
quilizers. 

Side reactions also vary from drug to drug 
and patient to patient. These include allergic 
reactions, skin lesions, seizures, agranulocytosis, 
palpitation, engorgement of the breasts, de- 
pression, drowsiness, fever, symptoms of Par- 
kinson’s disease, and confusional states. Five of. 
the drugs have a tendency in low dosage to 
produce extrapyramidal symptoms and, according 
to Steinhilber', three phenothiazines produce un- 
usual reactions that should be recognized. 

Perphenazine (Trilafon®), prochlorperazine 
(Compazine®), and trifluoperazine occasionallv 
produce bizarre spasms of the perioral, facial’ 
neck, and back musculature. These symptoms 
develop suddenly, often within a few days and 
on low dosage. The second reaction is akathisia 
or forced restlessness. This varies from moderate 
inner tension with restless feelings in the legs 
to severe agitation with hyperactivity. A good 
response is obtained with antiparkinsonian 
drugs. 


1. Steinhilber, Richard M., Current Practices in General 
Medicine. 21. An Appraisal of Tranquilizers. Proc. Staff 
Mayo Clinic. 36:165, (March 29) 1961. 


Recruiting physicians 


Approximately one fifth of all physicians have 
a medical family background. The majority 
want their offspring to follow suit, provided the 
youngster has the aptitude and wants to be a 
physician. Medical education is expensive and 
requires at least a decade of special study. Many 
of our members have talented boys and girls, 
and this month the Journal is featuring a list 
of scholarships that might lessen the financial 
burden on an expensive career. 

The admiration of patients for the skill and 
goodness of their family physician will often 
lead them to inquire about means of securing 
financial aid so their children can pursue the 
study of medicine. This month’s reference sheet 
should assist the physician in providing his 
patients with such information. 
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Serious professional losses 


The glamour of the medical profession and 
the reputation of the physician have suffered 
during the past two decades. One of the most 
serious side reactions of this loss of prestige has 
been its adverse influence on the scientific- 
minded young men and women. Our population 
has increased; yet the number of applicants to 
medical schools has decreased. 

There is evidence also that we no longer are 
attracting the better students. Dr. I. S. Ravdin 
was quoted recently as saying, “Where is the doc- 
tor coming from to treat patients?” And, “Many 
of our best young people are not going into med- 
icine.” Many bright students find other sciences 
more attractive. In addition, it is easier to ob- 
tain scholarships and loans for graduate study 
in physics and chemistry leading to the Ph.D. 
degree than in medicine. 


Those who go into medicine face years of . 


study and training, and many are beset by finan- 
cial difficulties. Others are deterred by the ad- 
verse criticism of the medical profession from 
Capitol Hill and elsewhere. 

This loss of students is serious because it 
strikes at the very foundation of the profession. 
It may be that those who have screamed the 
loudest for sweeping reforms in the practice of 
medicine will be forced to accept a second-rate 
team of their own making. 


K-fusion 


The Journal’s advertising revenue is down 
considerably due to a marked curtailment of na- 
tional pharmaceutical advertising. The drug 
firms have tightened their purse strings since 
Kefauver investigated the industry. There is a 
good possibility that the loss in revenue to the 
society may cost each member $5 by the end of 
the year — thanks to the senator from Tennes- 
see. This is chicken feed compared to what it is 


_S ometimes when I consider what tremendous consequences come from little 
things—a chance word, a tap on the shoulder, or a penny dropped on a news-stand 
— I am tempted to think . . . there are no little things. — Bruce Barton 


costing every taxpayer to run these investigations 
that vary from the ridiculous to the sublime. 

We know little about the motives behind con- 
gressional investigations, how the witnesses are 
selected, and whether the government is trying 
to uncover the truth or prove a preconceived 
idea. In dealing with costs of drugs, the com- 
mittee failed to question the merchandizer, the 
pharmacist who sells drugs to the public. The 
price of the same prescription may vary consid- 
erably at different drug stores, depending upon 
their overhead and business acuity. 

But politicians think in terms of votes: There 
are more drug stores than pharmaceutical com- 
panies, and the corner druggist is closer to the 
public. 

Morris Fishbein had the following to say in 
an editorial, “Kefauver’s Drug Bill,” in Medi- 
cal World News, May 26: 

“The height of folly is the proposal in the Ke- 
fauver doctrine that manufacturers be required 
to provide physicians ‘with clearer, better, and 
additional information on the bad as well as the 
good effects of drugs.’ The Secretary of the De- 
partment of Health, Education and Welfare 
would be required to mail regularly to all phy- 
sicians brochures containing lists of drugs po- 
tentially dangerous or harmful. It is also sug- 
gested that ‘he may include in that list such 
information relating to those dangers or harm- 
ful effects as the Secretary may consider in the 
best interest of public health.’ 

“Finally, the legislation says, ‘the Secretary 
shall have authority to determine the name of 
any drug as he shall find necessary or desirable 
in the interest of usefulness and simplicity.’ 
This shall thereafter be the official name of that 
drug. Furthermore, ‘no official name shall be 
given to any drug product which is a combina- 
tion of two or more drugs.’ One might as well 
give the Secretary of HEW the responsibility 
for naming all the babies born in the United 
States.” 
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SAVING THE Tax DOLLAR 


The private psychiatric hospital is an impor- 
tant asset not generally appreciated by the pub- 
lic. Such hospitals are saving Illinois taxpayers 
an estimated sum of $10 million per year in 
direct costs. Mr. Morris B. Squire, administrator, 
recently called attention to the fact that Forest 
Hospital in Des Plaines cared for more than 
200 new patients in the last three months of 
1960. “We admitted more patients during that 
period than one state hospital which has a 
capacity of more than 3,000 beds compared with 
our 90.” This turnover of patients is based on 
the highly individualized attention given in 
private institutions. 


THE YELLOW Paces 


According to Advertising News, a bill signed 
into law by Governor Rockefeller prohibits 
physicians from advertising in telephone direc- 
tories, magazines or on television or “by means 
of flamboyant or glaring or flickering signs.” 
The legislature indicated it passed the law to hit 
at advertising by plastic surgeons in the Yellow 
Pages. 


THE COMPLETE PRE-FAB OFFICE 


The Mebuco Corporation of Mansfield, Ohio, 
one of our latest advertisers, has introduced a 
new concept in office buildings. They are man- 
ufacturing completely packaged medical office 
buildings that can be delivered completely 
equipped and furnished to the purchaser’s site 
within a few weeks from the date of order. 

The basic building unit contains over 900 
square feet of floor space with prices beginning 
at $20,700. It contains a surprising amount of 
built-in equipment including 43 built-in cab- 
inets, air conditioning, and separate EKG cir- 
cuits. 
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HEPATITIS ON THE DECLINE 


A significant decline in the number of cases 
of hepatitis was reported in the northern and 
eastern states, while a number of states in the 
South Atlantic, East and West South Central 
districts showed minimal to moderate increases. 


A New Home 
The Michigan State Medical Society has just 


completed their new headquarters building. It 
was designed especially for the medical associ- 


ation by the internationally famous architect, 
Minoru Yamasaki, of Birmingham. It has three 
times the floor space of the former office build- 
ing located in downtown Lansing. 


Wuat’s NEw 


There has been a noticeable scarcity of news 
items on new drug products. Instead we are 
receiving two to three times as many releases on 
instruments, office equipment, and electronic 
devices. 

The Espey Manufacturing and Electronics 
Corporation has introduced a new and revolu- 
tionary electronic laryngoscope called the laryng- 
auto-vibrascope. According to the manufacturers, 
it is a significant contribution to medical diag- 
nosis in a particularly difficult area. 
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It is unique in that it employs the stroboscopic 
principle of freezing motion, which in turn 
permits the analytical examination of the 
vibrating vocal cords. The physician is thus 
permitted time for a detailed and clear study of 
the vocal cords and other areas in the throat. 


A new technique for 
administering the tu- 
berculin test was de- 
seribed recently by 
several investigators, 
including Sol Roy 
Rosenthal, director of 
Tuberculosis Preven- 
tion Research, of MTS 
in Chicago. It is known 
as the Tine Test because the tuberculin is dried 
on steel prongs, or tines, held on the end of a 
plastic cylinder, and pressed into the skin. The 


Tine test unit 


unit is then discarded. This disposable, sterile 


unit was developed by Lederle Laboratories. 


A new Dutch machine known as the Godart 
Pulmometer is basically a spirometer with a 7 
liter bell. It is capable of gauging and determin- 
ing the vital capacity, timed vital capacity, and 
maximum breathing capacity from a single 
forced breath. 


A new abduction splint is now in production 
at the Fuzere’ Manufacturing Company that can 
be used for treating congenital hip dysplasia and. 
in certain cases, congenital hip dislocation. 

It is made of acrylic plastic material and 
weighs only a pound. Clear x-rays can be made 
while wearing the splint because of its radio- 
translucency. 

It allows bathing and diaper-changing without 
removal and is available in standard sizes for 
most children. 


CONFLICTING VOICES 


A startling newspaper report on methotrexate 
in cancer chemotherapy quoted Surgeon General 
Luther Terry. It was in sharp contrast to the 
following Lederle news release that appeared a 
few days later: “Some of the interpretations of 
the Surgeon General’s remarks have unfortunate- 
ly given rise. to overoptimism in some quarters. 
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The two points most often misinterpreted are: 
1. Methotrexate’s ability to bring about five- 
year remissions: such results are limited 
to choriocarcinoma as reported recently — 
and only in some cases of this relatively 
rare form of cancer. 


How’s BustNnEss ? 


Publishers Printing Company (April) had 
the following to say about business: “Note of 
warning on the stock market from brokers and 
investment advisers: They are increasingly con- 
cerned about the mounting speculation by the 


public — the little man — who is jumping in 
with both feet, often buying risky shares. 
“The experts still see increases ahead — es- 


pecially as business improves. But stock prices 
are outstripping earnings and a shake-out could 
hurt many. 

“The boom in farm land now seems to be 
over... for the time being, anyway. Indeed, 
the Department of Agriculture reports that land 
values fell in 1960.” 


Priastic SURGERY FOR DEFECT 


A rare birth defect was reported recently by 
a Mayo Clinic plastic surgeon. A three year old 
girl had two completely formed noses. The outer 
nostrils of each nose were well developed, where- 
as the inner nostrils were smaller in size. Dr. 
John B. Erich removed the two middle nostrils, 
brought the nasal bones closer together in order 
to make the nose narrowed, and created a single 
nose with the remaining nostrils. A double thick- 
ness graft of skin from the child’s abdomen was 
used to improve the contour. 


“LittLE NEW UNDER THE SUN” 


The May 26 issue of Time Magazine had a 
story on the use of cadaver blood for transfu- 
sion in the United States. It was used by two 
Pontiae pathologists, Jack Kevorkian and Glenn 
W. Blysma, following the patterns established 
in Russia. 

The pathologists were of the opinion that 
they were applying the Russian method for the 
first time in the United States, but learned 
from a recent Bulletin of the American 
Association of Blood Banks “that as long ago as 
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1935 Surgeon Leonard L. Charpier had used a 
similar technique in a Chicago suburb. Dr. Char- 
pier kept the work secret and died without writ- 
ing up his records. But he was responsible for 
about 35 cadaver-blood transfusions in two 
years. Then the modern system of blood bank- 
ing, which permits blood to be stored for three 
weeks without deterioration, was developed.” 


Goop O_p ALUMNI 


The Minnesota Medical Alumni Association 
is conducting a drive for a new medical student 
center at their alma mater. It will include lunch- 
ing and snack facilities; a lounging area; racks 
and lockers for temporary storage of textbooks, 
valuable instruments, and other material re- 
quired in medical training. 

It will also house a ready-room for advanced 
clinical medical students assigned to the medi- 
cal school’s new comprehensive clinical program. 
The students will await calls and referrals and 
write case reports in this area. Most physicians 
will read this with nostalgia. The Gophers 
make good alumni. 


WONDERLAND 


You can expect anything when Madison Ave- 
nue takes over your advertising. A good example 
is a news release on the new antiseptic anes- 
thetic sprays, “Their miraculous action which 
checks infection as it stops the scream is like 
something out of wonderland.” Oh, brother! The 
spray contains Xylocaine®, benzalkonium chlo- 
ride, and hexachlorophene. 


PHARMACEUTICALS 


Coly-Mycin Injectable is Warner-Chilcott’s 
new antibiotic for severe and chronic resistant 
urinary tract infections caused mainly by 
Pseudomonas aeruginosa. It is said also to be 
effective against Escherichia coli, Aerobacter 
aerogenes, Klebsiella pneumoniae, and Brucella. 
According to the manufacturers, Coly-Mycin 
Injectable is devoid of serious side effects at 
recommended dosages. It should be administered 
intramuscularly only. 

The manufacturers report also that an increas- 
ing number of reports in medical literature 
emphasize that severe bacterial infections and 
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deaths caused by Pseudomonas aeruginosa are 
on the upswing. 


The Rystan Company introduced Buclamase 
several weeks ago. It is a buccal tablet containing 
10 mg. of the enzyme alpha-amylase. The man- 
ufacturer is optimistic and claims that the prod- 
uct will inhibit or resolve inflammation, edema, 
or pain due to trauma or infection, will depress 
inflammatory reactions associated with allergic 
states, and will help overcome chronic inflamma- 
tion associated with connective tissue disorders. 
This is a big order for any enzyme. 


Many pharmaceutical companies are in the 
veterinary field and are doing a booming busi- 
ness. Turkey producers will be able to have 
Amprol incorporated in poult rations for the 
prevention of coccidiosis during the 1962 season. 
The unprecedented demand for Amprol is being 
met by Merck through a multimillion dollar 
program to expand production facilities. 


A new dusting powder containing diphemanil 
methylsufate (Prantal) (Schering) is reported 
to be of value in hyperhidrosis of the feet. The 
powder is dusted into shoes and socks once 
daily. Ventilated shoes and socks of cotton 
should be worn also. 


Betamethasone (Celestone) is Schering’s lat- 
est steroid. It carries the claim of all newcomers 
in this field: “exerts its antirheumatic and anti- 
inflammatory activity at lower dosages than 
other steroids available. . . .” 


Hospirat Room CooLine 


General Electric offers a new portable air con- 
ditioner that rolls easily from room to room and 
can be adjusted to fit windows at varying heights. 
It eliminates installation expense and the need 
for a cooling unit in every hospital room. It is 
secured to the “porta-cart’s” easy-to-slide car- 
riage and never has to be removed from it. 


Tue Tate THat THE Doc 


According to Science News Letter, puppies 
will grow up afraid of and unwilling to socialize 
with humans when they are not handled before 
they are 14 weeks old. 
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ANNOUNCEMENTS 


Annual otolaryngologic assembly 


The University of Illinois College of Med- 
icine’s department of otolaryngo.ogy is offering 
an intensive postgraduate basic and clinical pro- 
gram for practicing otolaryngologists September 
23-30. Directed by Dr. Emanuel M. Skolnik, it 
offers week-long day and evening sessions featur- 
ing a review of basic morphologic features by, 
Drs. Maurice F. Snitman and Frederic J. Pol- 
lock. Laboratory demonstrations, dissection and 
prosection, luncheon chats, and panel programs 
on ctologic and reconstructive surgery and 
tumors of the head and neck comprise the daily 
programs. 

Interested physicians should write the Depart- 
ment of Otolaryngology, University of Illinois 
College of Medicine, 1853 W. Polk St., Chicago 
12. 


World medical equipment on view 


The latest in medical and electronic equipment 
from all areas of the world will be on display at 
the 1961 Chicago International Trade Fair at 
McCormick Place, July 25 through August 10. 

A complete line of Austrian electrocardio- 
graphs will be exhibited in the Austria Pavilion. 
Manufactured by Ing. Wolfgang van Karajan, 
Salzburg, they include many features not reg- 
ularly found on American models. Among the 
units will be the world’s lightest portable electro- 
cardiograph, a second portable device incorporat- 
ing the characteristics of console models, and a 
research apparatus which allows for direct, 
photographic and audio recording, plus three 
oscilloscope tubes for continuous observation of 
the patient’s reaction. 

More than 25 countries will show their goods 
and services in national pavilions, and scores of 
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individual exhibitors will display a wide variety 
of products from every corner of the earth. 
Sixty nations, including the USA, will be 
represented by products at the Fair, which will 
be held simultaneously with the Inter-American 
Industries and Chicago World Marketing 


Conferences. 


Medical photographers’ annual 
Meeting 


The Biological Photographic Association will 
hold its annual meeting August 21-24 in Chi- 
cago’s Hotel Knickerbocker. The only profession- 
al society in North America dedicated to the 
advancement of the skills of medical and _bio- 
logical photography, it has a world-wide mem- 
bership of physicians, medical editors, educators, 
and institutional staff photographers in the fields 
of medicine and other biological sciences. 

Mervin W. LaRue, medical motion picture 
producer and audiovisual consultant to the med- 
ical profession, will be general chairman. Co- 
chairmen will be Charles Lindsay, Loyola Uni- 
versity’s Stritch School of Medicine, and Albert 
Levin, Cook County Hospital. 


Vacation ideas 


Vacationing physicians may wish to enhance 
their trips this summer by taking in one of the 
following : 

The new Confederate Medical Exhibit in Rich- 
mond, Va. offers an interesting stopover for 
those passing through the South this summer. It 
opens to the public in late July and is sponsored 
jointly by the Virginia Civil War Commission 
and the Richmond Academy of Medicine. Lo- 
cated in the Academy’s building, the air-condi- 
tioned exhibit depicts military medicine in 
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Virginia during 1861-65. Across the street from 
it is the Confederate Museum, housed in the 
wartime home of President Jefferson Davis. All 
aspects of Confederate medical care are shown by 
pictures, models, reports, charts, surgical equip- 
ment, and wartime books and may be seen during 
the summer months of 1961-65. The Medical 
College of Virginia, the University of Virginia, 
and State dental and pharmaceutical groups 
have helped arrange the exhibits, including a 
display by the U. S. Army Medical Service. 


The Law-Science Academy of America is 
holding a nine-week summer instructional pro- 
gram on “Legal Medicine and Elements of 
Medicolegal Litigation” June 12 to August 11 
in the Law-Science Academy Hall, Crested 
Butte, Colo. The course is directed toward law- 
vers and physicians interested in personal injury 
problems. Dr. Hubert W. Smith is director and 
moderator. 

Physicians are invited to attend. Each week a 
different course is held which relates to those 
preceding and following it. For further informa- 
tion write Dr. Smith, Chancellor, Law-Science 
Academy of America, Law-Science Academy 
Hall, Crested Butte, Colorado. 


Course on law for physicians 


The Board of Trustees of the American Med- 
ical Association and the home-study department 
of the University of Chicago have entered a 
joint project to prepare and present a home 
study course on Legal Problems in the Practice 
of Medicine. The course is designed to give the 
physician an opportunity to acquire some knowl- 
edge of the principles and operation of Amer- 
ican law as well as the interrelationships of law 
and medicine. It is intended to enable physicians 
to avoid situations which might lead to medical 
professional liability actions against them and to 
help them recognize legal situations that might 
require the aid of an attorney. 

Tuition is $35, exclusive of texts and selected 
reading material which cost about $25. Assign- 
ments should be mailed to an instructor of the 
home-study department for evaluation and com- 
ment and may be submitted by the registrant at 
his convenience within the year’s span of the 
course. The course is also adaptable for group 
study. 
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For further details contact Desk LSE, Home- 
Study Department, the University of Chicago, 
60th at Dorchester, Chicago 37. 


Board examination schedule 


The next scheduled Part I (written) ex- 
amination of the American Board of Obstetrics 
and Gynecology will be held in various cities of 
the United States, Canada, and military centers 
outside the Continental U.S. on Friday, 
January 5, 1962. 

Case reports are no longer required by the 
Board to complete the Part I examination. Each 
applicant and candidate for examination is re- 
quired to submit a duplicate certified typewritten 
list of all patients admitted to or dismissed from 
each hospital where he or she has practiced 
during the year preceding application or request 
for examination. Obstetrical and gynecological 
patients are to be listed separately, and lists 
must conform in all details with the sample 
format furnished by the Office of the Secretary- 
Treasurer upon request. Candidates are no 
longer required to bring a duplicate list of ad- 
missions to the Part II examinations. 

The next scheduled Part II examination 
(oral and pathology) with be held at the Edge- 
water Beach Hotel, Chicago, April 9-14, 1962. 

For current bulletins write the Office of the 
Secretary-Treasurer, 2105 Adelbert Rd., Cleve- 
land 6. 


Pennsylvania M.D.’s, labor leaders 
Form joint committee 


The Pennsylvania Medical Society, in an 
effort to improve its relations with organized 
labor, recently formed a permanent liaison com- 
mittee of five representatives of labor and five of 
medicine at the state level for the purpose of 
discussing problems of medical care concerning 
both groups. The organization of similar liaison 
groups are also being urged at the county society 
level. 

One of the first of its kind in the country, the 
committee had its initial meeting in April and 
will continue to meet frequently to discuss and 
seek solutions to mutual problems affecting the 
quality, distribution, and cost of medical care. 
The committee is a result of a pioneering confer- 
ence on health care sponsored last November by 
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the society and attended by 50 representatives of 
organized labor and 50 from organized medicine 
in Pennsylvania. 


1961 Redbook for pediatricians 
Released 


The American Academy of Pediatrics has 
published the 1961 edition of the Redbook—Re- 
port of the Committee on the Control of Infec- 
tious Diseases. The manual was completely re- 
written from previous editions and expanded 
to cover more subjects, such as drug dosages, 
serum reactions, newer viral diseases, and the 
latest thoughts on immunizations. 

Part I discusses immunization procedures, 
giving precautions and contra-indications, active 
and passive procedures, and special requirements 
for foreign travel; Part II reports summaries of 
infectious diseases, from adenoviral infections 
through mononucleosis to tularemia. A variety 
of tables are included in the book, which is based 
on the scientific finding of pediatricians, the 
pharmaceutical industry, and government agen- 
cies. 


SK&F grant to Vestermark 
Fellowships 


The Smith Kline & French Foundation has 
made an additional grant of $10,000 for the 
continuance of the American Psychiatric As- 
sociation’s Vestermark Fellowships, under which 
selected medical students may expand their 
psychiatric knowledge. 

The fellowships, named for the late Dr. 
Seymour D. Vestermark for his outstanding 
contributions to psychiatric training, provide 
medical students with the opportunity for full- 
time summer work in public mental hospitals. 

The SK&F Foundation Fellowship Committee 
stated it was “particularly anxious” to receive 
applications from hospitals which have not 
previously participated in the program. Applica- 
tions should be addressed to the SK&F Awards 
Committee at the APA Central Office, 1700 18th 
St. N.W., Washington 9, D.C. 


Recruiting the physician 
The American Academy of General Practice 


has launched Project More, a program intended 


to forestall a “mountingly-serious physician 
shortage and help block the rising cost of med- 
ical care.” The AAGP feels that the nation must 
have more physicians if the burgeoning U.S. 
population is to receive full benefit from the 
advances in scientific medicine already achieved 
and those yet to come from the research lab- 
oratories. Fundamental to this system is an ef- 
fective ratio of physicians to population, and a 
balanced distribution of practicing family physi- 
cians. 

The AAGP has given its support to the seg- 
ment of President Kennedy’s health scheme 
which concerns federal aid to construction of 
school facilities because of the fast-approaching 
“physician gap” and the huge sums of money 
for education required to reverse it. 

The academy program will be publicized at 
both community and national levels by various 
communication techniques such as radio and TV 
interviews and the medical press. Pilot programs 
in several communities will be set up and fol- 
lowed through on mechanics to get the program 
rolling. 

The drive is backed by the belief that if more 
emphasis were placed on the importance of fam- 
ily practice during the undergraduate years, a 
correspondingly greater number of students 
would choose family practice as a career, thereby 
helping to re-establish the balance within the 
physician force. 


Communication Institute 
Innovations 


The Institute for Advancement of Medical 
Communication, headquartered in New York 
City, has formed a Scientific Council to guide its 
program of research, development, and training 
aimed at improving communication among 
biomedical scientists and health science practi- 
tioners. The council consists of 20 scientists 
and educators representing many of the dis- 
ciplines and specialties contributing to, and 
using, the expanding pool of biomedical in- 
formation. 

The institute also opened a Washington, D.C. 
branch, headed by Isaac D. Welt, Ph.D., its 
associate director. Dr. Welt was formerly with 
the National Academy of Sciences - National 
Research Council, where he was director of the 
Cardiovascular Literature Project. This project 
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will be continued under the auspices of the In- 
stitute. 


New medical films 


A number of new medical films have been 
released which may serve as program material 
for county medical societies or by physicians 
requested to speak before lay groups. A group 
of those which have come to our attention fol- 
lows. 

A 34-minute color film, “Bronchitis and 
Bronchiectasis: Differentiation for Treatment,” 
has been made by medical specialists at the Vet- 
erans Administration Hospital in Oteen, North 
Carolina. The movie uses case studies of two 
patients with chronic bronchitis and bronchiec- 
tasis and concludes that therapeutic use of anti- 
biotics is indicated for bronchitis, while medical 
treatment and surgery has an 85 per cent cure 
rate in bronchiectasis. Medical personnel and 
patients at the VA Hospital are featured, and 
various diagnostic techniques and equipment, 
such as cinefluorography or “x-ray movies,” are 
used to identify the diseases. 

The film is produced by Campus Film Pro- 
ductions Inc., New York, and sponsored by 
Pfizer Laboratories, a division of Chas. Pfizer & 
Co., Ine. It will be distributed through Pfizer’s 
medical film library to physicians, medical 
schools, and medical organizations. 


A series of 16-mm. color and sound motion 
pictures about various aspects of physical diag- 
nosis is available for rental or purchase from 
Wayne State University College of Medicine. 
The project was sponsored by CIBA Pharma- 
ceutical Products Inc., although none of its 
products are mentioned. Requests for showing 
or purchase should be sent to the Audio-Visual 
Utilization Center, Wayne State University, 
Detriot 2. 


“The Silent Witness” is a 27-minute motion 
picture dealing with chemical tests for intoxica- 


tion. The “silent witness” of the movie’s title 
is one of several commercial devices which ef- 
fectively measure the alcohol in the breath. 
Questions and answers about alcoholism tests 
are discussed in the film’s story of a drinking 
driver who is arrested, tested, and tried. 

The movie was produced by the William S. 
Merrell Company, Division of Richardson-Mer- 
rell Inc.) in cooperation with the American 
Medical Association and the American Bar As- 
sociation and is the sixth in a series of Merrell- 
AMA films on medicolegal subjects. 

Prints are available through the American 
Medical Association’s Film Library, Chicago, or: 
the William S. Merrell Company, Division of 
Richardson-Merrell Inc., Cincinnati 15. 


Clinics for crippled children 


August 2 Alton (Rheumatic Fever), Alton 
Memorial Hospital 

August 2 Hinsdale, Hinsdale Sanitarium 

August 3 Macomb, District Hospital 

August 3 Litchfield, Madison Park School 

August 4 Chicago Heights (Cardiac), St. 
James Hospital 

August 8 East St. Louis, St. Mary’s Hospital 

August 8 Peoria, Children’s Hospital 

August 9 Champaign-Urbana, McKinley 
Hospital 

August 10 Springfield, St. John’s Hospital 

August 11 Evanston, St. Francis Hospital 

August 15 Belleville, St. Elizabeth’s Hospital 

August 16 Chicago Heights (General), St. 
James Hospital 

August 17 Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 

August 17 Rockford, Rockford Memorial 
Hospital 

August 22 Effingham (Rheumatic Fever), St. 
Anthony Memorial Hospital 

August 22 Peoria, Children’s Hospital 

August 23 Elgin, Sherman Hospital 

August 24 Bloomington (A.M. - General), St. 
Joseph’s Hospital 


9 f the spirit of business adventure is killed, this country will cease to hold the 
foremost position in the world. — Andrew W. Mellon 
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Annual Meeting 1961 


On Location 


President Elect Dr. Edwin S. Hamilton and his 
wife (left) were guests of President H. Close Hes- 
seltine and his wife at the president’s cocktail party 
preceding the annual banquet. 


(Left) Mrs. Frances C. Zimmer, executive assistant, at home 
with silver coffee set, gift of the Society, on her 25th anniversary of 
service. (Below) The Management Seminar Panel speakers were 
secretaries of county medical societies: (left to right) Howard N. 
Schultz, Peoria County, Dr. Allison L. Burdick, Chicago Medical 
Society, Floyd E. Tarbert, Winnebago County, Mr. Robert L. Rich- 
ards, executive administrator and moderator, Dr. Charles Lang, 
DuPage County. David W. Meister, Peoria County, and Aubrey 
Gates, AMA, were not present for the picture. 


Two old-timers, Dr. Andy 
Hall, (below, right) perennial 
chairman of the 50-Year Club 
banquet, and Dr. William E. 
Carnahan, Macomb, Ill. Gener- 
al Practitioner for 1960, have a 
few private words with each 
other. (Associated Press Photo) 


The Hon. Derwood 
G. Hall, M.D. (R.) 
Rep. 7th Congressional 
District, Mo. spoke on 
physicians’ citizenship 
responsibilities at the 
Management luncheon. 
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The Drs. Rolnick, H. C. (left) and son 
Donald (right) are both urologists and 
“practice together. Both attended the 50-Year 
Club dinner. 


(Above) One of the best attended meetings 
(150) was the Symposium on Neurology and 
Psychiatry with Dr. Louis D. Boshes, Chicago, 
(right) presiding. Panel members (left to 
right), all of Chicago, are Drs. E. E. Gordon, 
Oscar Sugar, and I. C. Sherman. 


Dr. John B. Reckless, Durham, N. C., after 
delivering the Camp Memorial Lecture, talked 
briefly with Millie Camp Roselle. 


Dr. John O. Cletcher of Tuscola (left, above) 
attended his forty-ninth consecutive annual 
meeting of the Society this year, and Dr. W. L. 
Daugherty, Hutsonville, was being initiated to 
his first. 
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Candid Camera 


1. Two grand old men of Chicago 
. Medicine get tickets to 50-Year 
Club Banquet: Dr. Archibald Hoyne 
(center) and Dr. and Mrs. Walter 
H. Theobald. 
2. Weary and waiting. Mrs. Frank 
P. Thometz, Chicago, and grandson 
Martin. 
3. A meeting at the Registration 
Desk. 
4. Medical students look over ex- 
hibit. Leon Asadourian and Joseph 
Daw from University of Illinois. 
5. Dr. Henry A. Harlman, Kanka- 
kee, inspects American Sterilizer’s 
power-operated table. 
6. Dr. S. W. Marwitz, Chicago, 
checks his program. 
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NEWS of the STATE 


County 
Cook 


Appointments 


Dr. Vincent J. Collins has been appointed 
chairman of the department of anesthesiology at 
Cook County Hospital. He was recently acting 
director of the department of anesthesiology at 
the Bellevue Medical Center and associate profes- 
sor of anesthesiology at New York University 
Medical College. He is secretary of the Section 
on Anesthesiology of the American Medical 
Association. 


John M. Stagle, assistant director of Passa- 
vant Memorial Hospital for the past eight years, 
is the new director of the hospital. He succeeds 
John N. Hatfield, who is retiring after eight 
years as director to devote full time to his hos- 
pital consulting practice. 


The Chicago Medical School has appointed 
retired Navy Commander David N. Goldenson, 
who was officer-in-charge of Navy recruiting in 
the Chicago district during World War II, to 
the newly created post of vice president for 
-development. 

He comes to head the school’s development 
program during a new period of expansion; the 
almost completed $4,135,000 Institute for Med- 
ical Research is the first building on the school’s 
West Side Medical Center campus, and several 
additional ones, including a College of Physi- 
cians and Surgeons structure with an expanded 
enrollment to take the place of the present med- 
ical school, are planned for the future. 
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Col. Charles P. Ward has been made Medical 
Advisor to the United States Military Mission 
with the Iranian Army. He received the Fifth 
Army Certificate of Achievement in a farewell 
ceremony at Fifth Army Headquarters, Chicago, 
where he had been Commanding Officer of the 
U. S. Army Dispensary since 1956. Previously, 
he had been Deputy Commander of American 
General Hospital, Fort Lewis, Wash. Before 
departing for Iran with his wife in June he 
attended four-week sessions of the Military 
Assistance Institute in Washington, D. C. 


Societies announce 1961-62 officers 


Dr. Franklin Lounsbury, assistant professor 
of surgery, Northwestern University Medical 
School, became president of the medical staff of 
Passavant Memorial Hospital, succeeding Dr. 
Edmund A. Gorvett, assistant professor of med- 
icine. 

Dr. Lounsbury is a fellow of the American 
College of Surgeons, a diplomate of the Amer- 
ican Board of Surgery, and a member of the 
Central Surgical Association and the Chicago 
Surgical Society. 

Dr. R. Burns Lewis, assistant professor of 
radiology at Northwestern, was named president 
elect of the Passavant staff, and Dr. Augusta 
Webster, professor of obstetrics and gynecology, 
was re-elected secretary. 


Dr. Thomas J. Coogan, Chicago, was elected 
to a second term as president of the medical 
staff of Presbyterian-St. Luke’s Hospital. Also 
re-elected were Dr. Edward N. Irons, Chicago, 
vice president; Dr. Frederic A. dePeyster, Win- 
netka, secretary; and Dr. Philip N. Jones, 
Kenilworth, treasurer. 
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Dr. Russell E. Elmer has been named to his 
second term as president of the medical staff of 
Swedish Covenant Hospital. Dr. E. A. Millar 
was re-elected vice president, and Dr. James B. 
McCormick was re-elected secretary-treasurer. 


The Chicago Pediatric Society elected its 
1961-62 officers May 16. They are Drs. James 
A. Conner, Hinsdale, president; I. Pat Bron- 
stein, Chicago, vice president; Joseph R. Chris- 
tian, River Forest, secretary; Harry L. Faulkner, 
treasurer; and Howard S. Traisman, editor. 
Elected to the executive committee were Drs. 
Noel G. Shaw, Raymond F. Grissom, and Mat- 
thew M. Steiner. 


The newly elected officers of the Chicago 
Neurological Society are Dr. Harold R. Ober- 
hill, president; Dr. Louis D. Boshes, vice pres- 
ident; Dr. Sidney Schulman, secretary-treas- 
urer; and Dr. Ernst Haase, councilor. 


The officers of the Chicago Psychoanalytic 
Society for 1961-62 are Drs. Gerhard Piers, 
president; Frances Hannett, president elect; 
Samuel D. Lipton, secretary; Philip F. D. Seitz, 
treasurer; Herman M. Serota, representative to 
the Executive Council; and Joseph G. Kepecs, 
alternate representative. 


The Chicago Laryngological and Otological 
Society’s 1961-62 officers are Drs. Linden J. 
Wallner, president; Bernard M. Cohen, vice 
president; and John J. Ballenger, secretary- 
treasurer. 


Dr. Howard Wakefield, Chicago, was re-elected 
a Regent of the American College of Physicians 
at its annual meeting in Bal Harbour, Fla., in 
May. 


Honors accorded 


The University of Chicago School of Medicine 
has named John R. Green of San Francisco, a 
student at the University, the recipient of its 
annual Borden Award. A $500 check was given 
him at the Medical Alumni Reunion Banquet on 
June 8. His name will also be inscribed on a 
permanent plaque at the school. 

Mr. Green studied the mechanism of action 
of an enzyme found in beef liver and devised a 
method of crystallizing the enzyme. He will 
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intern at the University of Washington Hospital, 
Seattle, and plans to pursue a career in bio- 
chemical research. 


Dr. Max K. Horwitt, associate professor of 
biological chemistry at the University of Illinois, 
has been named winner of the 1961 Osborne and 
Mendel Award for outstanding accomplishments 
in the field of nutrition research. An inscribed 
scroll and $1,000 was presented at the annual 
meeting of the American Institute of Nutrition 
in Atlantic City, N. J. Dr. Horwitt has recently 
been working on vitamin E and fatty acid 
metabolism and the ability of diet to change the 
fat composition of microcellular constituents. He 
has been director of the Biochemical Research 
Laboratory, now the L. B. Mendel Research 
Laboratory, at Elgin State Hospital for the past 
twenty-three years. 


Students of the University of Illinois College 
of Medicine awarded six faculty members “gold- 
en apples” at recent ceremonies in the Chicago 
Iilini Union. Each year the apples go to instruc- 
tors selected by the students on the basis of the 
greatest degree of helpfulness, excellency, and 
interest in their instruction. ‘ 

The senior class honored Dr. Erie Oldberg, 
head of the department of neurology and 
neurosurgery, and Dr. Max M. Montgomery, 
professor of medicine. Junior class awards went 
to Dr. Nat E. Smith, assistant professor of med- 
icine, and Dr. Ben W. Lichtenstein, clinical pro- 
fessor of neurology. 

The sophmore selection was Dr. Eli Tobias, 
assistant in neurology and neurosurgery, and the 
freshmen named Dr. Terrell C. Myers, associate 
professor of biological chemistry. 

Officially titled the Raymond B. Allen In- 
structorship Award, it was established as a 
means of expressing appreciation to the faculty 
members who sincerely endeavor to further med- 
ical education, and the instructors so honored 
have their names inscribed on a_ permanent 
plaque hung in the Union. 


Dr. George H. Conner, resident in otolaryngol- 
ogy at the University of Illinois College of Med- 
icine, was the winner of the Norval H. Pierce 
Award in Otolaryngology for 1961. The award of 
$100 and a certificate was given by an anon- 
ymous donor for the best essay by a resident in 
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training in otolaryngology and is presented by 
the Chicago Laryngological and Otological 
Society. 


Dr. Thomas A. Garrett, medical director of 
Baxter Laboratories, Inc. in Morton Grove, is 
one of five who received the first Alumni Medals 
of the Alumni Association of Villanova Univer- 
sity, Villanova, Pa., at the association’s annual 
banquet in June. 


Dr. Howard J. Shaughnessy, head of the 
department of public health of the University of 
Illinois College of Medicine, was presented the 
scroll and plaque of the Illinois Public Health 
Association’s Award of Merit for 1960. Dr. 


Shaughnessy, a past president of IPHA, is also 
chief of the Division of Laboratories of the 
Illinois Department of Public Health. 


Dr. Grove new associate dean at Illinois 


Dr. William J. Grove, associate professor of 
surgery at the University of Illinois since 1954, 
became associate dean of the university on July 
1. He succeeds Dr. William F. Kellow, who left 
to become dean of the Hahnemann Medical 
College, Philadelphia. 

Dr. Grove is also on the staff of Presbyterian- 
St. Luke’s Hospital and received the “golden 
apple” as outstanding instructor in 1959 by the 
junior class of the University of Illinois Medical 
School. 

Dr. Kellow is a board member of the Tuber- 
culosis Institute of Chicago and Cook County 
and formerly was chief of medicine at Beale, 
Cal., Air Force Base Hospital. 


Cancer research on Africans 


Dr. Stephen Rothman, professor emeritus in 
the department of medicine at the University of 
Chicago, joined 15 other physicians from all 
over the world at Kampala, Uganda, East Africa 
from May 22 through May 27 to study Kaposi’s 
sarcoma. The meeting, sponsored by the Interna- 
tional Union Against Cancer, hoped to discover 
why a cancer so rare in the United States is 
200 times more prevalant in Uganda. 

Dr. Rothman, a staff member of the Argonne 
Cancer Research Hospital, operated by the 
University for the Atomic Energy Commission, 
was invited to participate by officials of the 
National Institute of Health and the National 
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Academy of Sciences. He and the other interna- 
tional experts heard Uganda physicians reports 
of case histories, examined Kaposi patients, and 
investigated racial, tribal, infectious, nutritional, 
and climate factors which might offer new clues 
to the cause of the disease. 

The International Union’s Committee on 
Geographic Pathology first found Kaposi’s 
sarcoma among Bantu tribesmen about 10 years 
ago, and while only eight cases of it have been 
noted in the past 15 years by the Cancer 
Registry at the University of Chicago, physi- 
cians in Uganda report that 10 to 12 per cent of 
all malignancies in some areas of equatorial . 
Africa are of the Kaposi variety. Most U. S. 
reports have been on adult cases, but in Africa 
this disease has also been found in children, with 
first symptoms appearing in the lymph nodes. 

Dr. Rothman lectured in Capetown, South 
Africa prior to his arrival in Kampala, and be- 
fore returning to the U. S. addressed physicians 
at the University of Athens, Greece. 


Grants to support studies 


The Dyslexia Memorial Institute of North- 
western University Medical School has been 
given a two-year grant of $51,505 from the 
Illinois Department of Public Welfare for 
research on the types of reading difficulties and 
methods of treating them. 

Since its inception in 1938, the institute, 
directed by Dr. George E. Park, has successfully 
aided 75 per cent of the more than 1,000 re- 
tarded readers under its guidance. Its staff of 
two physicians, a speech correctionist, a case 
worker, two psychiatrists, five psychologists, and 
three teachers examine each child and report 
their findings and advice to the parents, and 
with their consent, to the family doctor and the 
school. 


Five grants totaling $71,359 for cancer and 
heart research have been awarded members of the 
medical staff of Presbyterian-St. Luke’s Hospital 
by the Department of Health, Education, and 
Welfare and the American Cancer Society, 
Iilinois Division. 

Dr. Frances E. Knock, adjunct in surgery, 
and Dr. Edward J. Beattie, Jr., chairman of the 
division of surgery, received $29,950 from HEW 
for studies of cancer cell cultures as influenced 
by cancer treatment agents. Dr. Knock also 
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received a $9,450 grant from the American Can- 
cer Society to maintain a cytogenerator. 

Other HEW grants were $17,664 to Dr. Frank 
R. Hendrickson, director of radiation therapy, to 
study the effects of radiation upon the growth 
eyele of the individual cell; $6,238 to Drs. 
Steven G. Economou, D. M. Buckner, and J. 
Ellenby to study leakage of anticancer agents 
from the cancerous area of the body while iso- 
lated for perfusion with curative agents; and 
$8,057 to Drs. Beattie and Economou to study 
the circulation of blood before, during, and after 
repair of experimentally produced aneurysms of 
the heart. 

Presbyterian-St. Luke’s Hospital will devote 
one million dollars to research during the fiscal 
year out of its annual 16 million dollar budget. 

The medical staff at the hospital is required by 
its by-laws to devote a substantial portion of time 
to nonremunerative service, which may be teach- 


ing, research, administrative work, or public . 


service, 


University diagnostic center dedicated 


The new $1,480,000 Goldblatt Pavilion of the 
University of Chicago was dedicated June 1 at 
a dinner in the Great Hall of the Pick-Congress 
Hotel, Chicago. Dr. Jonas Salk, professor of 
medicine at the University of Pittsburgh, spoke 
on “The Biological Basis of Disease and Be- 
havior.” 

The three-story building linking Chicago 
Lying-In Hospital and Billings Hospital will 
serve as the diagnostic center for the University’s 
medical facilities. 


Illini to build laboratory 


The University of Illinois will construct an 
$800,000 laboratory on the Urbana Campus to 
facilitate research in lipid metabolism, the ear- 
lier neglect of which has hampered operational 
programs aimed at the control and eradication of 
degenerative diseases. 

Currently a training program in lipid metabo- 
lism and nutrition is being carried out at the 
university under the direction of Professor F. A. 
Kummerow of the department of food chemistry. 


MAapDIsoNn 


Dr. Edward H. Reinhard, professor of med- 
icine, Washington University School of Med- 
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icine, spoke on “Current Chemotherapy of Can- 
cer” at the June 6 meeting of the Madison 
County Medical Society in East Alton. 


VERMILION 


Dr. Hiram E. Ross, Hinsdale, received the 
fifty year pin and emblem of the Illinois State 
Medical Society from Dr. Harlan English at the 
May meeting of the Vermilion County Medical 
Society. His many accomplishments, activities, 
and services during his fifty years of medicine 
were cited, and he was given a rising vote of 
appreciation by the society. 


General 


Old-timers have their day 


The 50-Year Club held its annual luncheon 
May 16 with 161 members and guests on hand to 
see the awarding of framed certificates of mem- 
bership and lapel emblems to new members. Dr. 
Andy Hall, chairman since 1938, assisted by 
Dr. E. A. Piszezek, chairman of the Council, 
made the presentations to the 23 new members 
present. Twenty-five downstate members and 16 
from the Chicago area who were not in attend- 
ence had already received their membership 
insignia or were sent them by mail. Those physi- 
cians from Chicago taken into the Club at the 
meeting were 
Paul G. Dick 
Edward F. Fox 
Murray M. Fuchsmann 
Franklin R. Huckin 
David J. Jones 
Boleslasu K. Lazarski 
Adolph M. Magnus Don C. Sutton 
Franklin B. McCarty Walter H. Theobald 

Others there to receive their certificates and 
pins were Drs. 

Harry J. Dooley and 
John J. Sprafka, Oak 


Samuel M. Morwitz 
John B. Nardi 
Harry C. Rolnick 
Abel P. M. Sandahl 
Otto H. Schulz 
James Shaynin 


Martin H. Merbitz, 
McKinney, Texas 


Park James Patejdl, Palos 
Frank H. Lally, Blue Park 
Island Robert L. Reynolds, 


Franklin Park 
‘Hugh M. Leaf, Elmwood Park 


Dr. Percival Bailey was the luncheon speaker 
and gave an informal talk containing “many 
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wild yarns on Dr. Hall’s earlier days in Mt. 
Vernon.” Dr. Bailey was himself delivered by 
Dr. Hall. 

Dr. Hall had a surprise during the luncheon 
when Dr. H. Close Hesseltine, ISMS president, 
gave him the American Medical Association’s 
gold medallion for America’s Outstanding Gen- 
eral Practitioner of the Year. When the AMA 
learned that Dr. Hall had lost the first one 
awarded him in 1949, it ordered another as a 
replacement. 


Mrs. Zimmer honored for 25 years with 
Society 

Mrs. Frances Zimmer, executive assistant of 
the Illinois State Medical Society, received a 
silver tray and tea service in commemoration of 
her twenty-five years with the Society at the May 
16 evening session of the House of Delegates 
during the annual meeting at the Sherman Hotel. 
Dr. Edwin S. Hamilton, new president of the 
Society, was chosen to make the presentation 
because he is the only member of the present 
Council who was a councilor (11th district) 
when Mrs. Zimmer first joined the staff. 

In January 1936 she took a temporary job at 
the Society’s main offices in Monmouth; her 
stay lengthened into 25 years, during which 
she took on any and every task that needed doing. 
There were many such duties since the only 
other person in the office when she began was 
Mrs. Elizabeth Wayland, who later left after 
19 years with the Society. Mrs. Zimmer remained 
at the Monmouth office until May 1960 when 
she came to the Society’s new headquarters at 
360 N. Michigan Ave., Chicago. 


Ob-Gyn certifications to Illinois physicians 


The Illinois physicians certified as specialists 
by the American Board of Obstetrics and 
Gynecology in April are as follows: Drs. Adnan 
B. Baydown, Clarence A. Lathrop, Paul E. 
Lawler, Robert .B. Pildes, Ference H. 
Samos, Hans Wachtel, and Jasper F. 
Williams, Chicago; Raymond Annis, Vincent 
8. Digiulio, and John J. McLaughlin, Joliet; 
Ralph K. Brooks, Great Lakes; Alfred J. Dowe, 
Waukegan; Holden K. Farrar, Winnetka; Jer- 
ome A. Kharasch, Forest; Larry McGowan, 
Decatur; Edwin E. Nyman, La Grange; Robert 


for July, 1961 


L. Sullivan, Galesburg; and David R. Welsh, 
Rockford. 


Student AMA Resolutions 


Among the resolutions passed by the House of 
Delegates of the Student American Medical 
Association at its 1961 meeting were 
1. Support of the Kerr-Mills act 
2. Opposition to compulsory social security for 

physicians. 

5. Opposition to the King-Anderson Bill and — 
similar legislation. 

. Disapproval of federal scholarships for med- 
ical students until other sources are completely 
explored. 

5. In favor of intern and resident salaries re- 
flecting educational achievements, the services 
rendered, and responsibilities accepted. 


Physicians on state board 


Four physicians have been appointed by Gov- 
ernor Kerner to the Board of Vocational Educa- 
tion in the Division of Vocational Rehabilitation 
of the Department of Public Health. They are 
Drs. William Gellman and Rilma Buckman, 
Chicago; Guy Renzaglia, Carbondale; and Ed- 
ward I. Elisberg, Highland Park. 

Dr. Gellman, executive director of the Jewish 
Vocational Services and Employment Center, 
Chicago, was made chairman. Dr. Elisberg is 
attending physician at Cook County and High- 
land Park hospitals and an associate in med- 
icine at Northwestern University Medical School. 

Dr. Renzaglia has been director of the Re- 
habilitation Institute and associate professor of 
psychology and guidance at Southern [Illinois 
University for six years. Dr. Buckman is senior 
associate executive secretary of the health divi- 
sion of the Welfare Council of Metropolitan 
Chicago. 


Blue Shield payments for 1960 


The medical profession in 1960 received 
$731,131,187 from the 74 nationwide Blue 
Shield Plans for care of members, the National 
Association of Blue Shield Plans reported in 
June. 

The amount represented an all-time high for 
a one-year period, and also represented nearly 
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90 per cent of the total 1960 income of these 
medical-surgical plans; less than 10 per cent 
of the total 1960 income was devoted to ad- 
ministrative expenses. 

In its report, the national association indicated 
that Blue Shield payments to the medical 
profession had increased from nearly $116,000,- 
000 in 1950 to the 1960 figure of $731,131,187. 


State society elections 


The Illinois Psychiatric Society elected its 
1961-62 officers at a recent meeting. They are 
Drs. Melvin Sabshin, president; Lester Rudy, 
president elect; Harold Visetsky, secretary- 
treasurer ; and Joel S. Handler and John Adams, 


councilors. Dr. Jewett Goldsmith was elected the. 


delegate to the American Psychiatric Association 
Assembly. All are from Chicago. 


The following 1961-62 officers of the Illinois 
Surgical Society were recently elected: Drs. 
Charles B. Puestow, president; Richard H. 
Lawler, vice president, both of Chicago; Kenneth 
H. Schnepp, Springfield, president elect ; Charles 
E. Baldree, Jr., Belleville, vice president elect; 
W. James Gillesby, Hines, secretary; and Louis 
P. River, Oak Park, treasurer. 


The Illinois Association of Blood Banks 
elected Drs. John Maloney, Bloomington, presi- 
dent for 1961-62. Other officers, all of Chicago, 
are Frank Trobaugh, Jr., president elect; 
William Mavrelis, vice president; and Morris 
Goldenberg, secretary-treasurer. Members of the 
Executive Committee are Dr. Douglas Huestis, 
Miss Shirley Busch, and Dr. Max Appel. 


Legislation to benefit mentally ill 


The Public Welfare Advisory Committee has 
endorsed Governor Kerner’s recommended legis- 
lative proposals for effective treatment of mental 
illness in Illinois. 

The Proposals include the reorganization of 
the Department of Public Welfare into the De- 
partment of Mental Health and the creation of 
a commission to study all aspects of the care, 
treatment, and assistance services for children 
and their families. 

The committee also allocated the disposition 
of the $150 million Public Welfare Building 
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Bond Issue approved by voters last November ; 
$90 million is scheduled for rehabilitation and 
construction of existing facilities, $50 million 
has been reserved for future programming, and 
$10 million will be used to build a mental in- 
stitution at Centralia. 

The Illinois physicians inducted are John N. 
Schuetz, Blue Island; Uwe E. Freese and War- 
ren H. Staley, Chicago; Charles D. Collins, Chi- 
cago Heights; Larry McGowan, Decatur; 
Francis P. Weyrens, Galesburg; Alan B. Samp- 
son, Oak Park; Jerome A. Kharasch, Park 
Forest; and John Standard, Springfield. 


Medical research essay contest winners 


Twenty five high school students received 
prizes for their essays, “The Value of Animal 
Experimentation,” at the annual meeting of the 
Illinois Junior Academy of Science in Urbana 
in May. The purpose of the contest, cosponsored 
by the Illinois Society for Medical Research and 
the ISMS, is to stimulate interest among stu- 
dents in careers in research and to inform them 
of the humane nature, value, and the necessity 
for the use of animals in these sciences. Winners, 
chosen from 662 entries, were as follows: 
ist Place: Julie Shamvan, Oak Park and River 

Forest High School, $200 U.S. Savings Bond 
2nd Place: Anita Cudia, Resurrection High 

School, Chicago, $100 bond 

U.S. Savings Bonds of $25 were awarded to 
Kenneth Kober, Lane Technical High School, 
Chicago; Paul Ingevaldson, Immaculate Concep- 
tion High School, Elmhurst; Erick A. Johnson, 
Oak Park and River Forest High School; Laurel 
Kolski, Nazareth Academy, LaGrange; Mary 
Ann Milkowski, Notre Dame High School, Chi- 
cago; James Miller, J. S. Morton High School— 
West, Berwyn; Barbara Campbell, St. Edward 
Central Catholic High School, Elgin; and 
Spencer Malecha, Griffin High School, Spring- 
field. 

Fifteen other students received $5 cash awards. 


Deaths 


TruMAN ANDERSON, retired, Chicago, a grad- 
uate of the Hahnemann Medical College and 
Hospital in 1918, died April 12, aged 67. He had 
practiced for 40 years in Chicago’s Roseland area 
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before retiring 8 years ago and during both World 
Wars was a commander in the Navy Medical 
Corps. 

Freperick N. Bussry*, Chicago, a graduate 
of the Rush Medical College in 1925, died May 
24, aged 60. He was on the staff of Ravenswood 
Hospital and a member of the American College 
of Surgeons. 

Oscar A. Daums, Chicago, a graduate of the 
Rush Medical College in 1900, died May 18, 
aged 82. For 25 vears he served on the Chicago 
board of health and from 1908 to 1923 was 
president of the Davenport board of education. 

Unysses G. DatLey*, Chicago, a graduate of 
the Northwestern University Medical School 
in 1906, died April 22, aged 75. He was emeritus 
chief of the surgical staff of Provident Hospital 
and a fellow of the American College of 
Surgeons. After studying in London, Paris, 
Berlin, and Vienna he returned to Chicago to 
become a lecturer in anatomy at Northwestern 
University Medical School, remaining there 
many years. He had been an associate editor of 
the Journal of the International College of 
Surgeons and in 1952 was named to the board of 
trustees of the College. He was a former member 
of the Mayor’s Commission on Human Relations 
and a former president of the National Medical 
Association, receiving its distinguished service 
medal in 1949. Dr. Dailey was honorary consul 
of the Republic of Haiti and traveled inter- 
nationally for both the International College and 
the state department giving lectures and con- 
ducting clinics. He had also worked extensively 
in founding and developing teaching clinics in 
the south. 

CHarLEs G. Davies*, retired, Blue Island, a 
graduate of the Rush Medical College in 1902, 
died April 15, aged 86. He had practiced in 
Blue Island from 1904 until he retired in 1958. 

Joun A. Firtix, Chicago, a graduate of the 
University of Illinois College of Medicine in 
1913, died October 4, aged 72. He was a veteran 
of World War I. 

GroRGE G. Fouser*, retired, Phoenix, a 
graduate of the Northwestern University 
Medical School in 1904, died April 24, aged 91. 
He was a retired fellow of the American College 
of Surgeons and an emeritus member of the 
Illinois State Medical Society. 

Rosert C. Frincer*, Rockford, a graduate of 
the University of Wisconsin Medical School in 
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1935, died May 23, aged 49. From 1954 to 1956 
he was medical chief of staff at Rockford 
Memorial Hospital and was a fellow of the 
American Academy of Ophthalmology and 
Otolaryngology. He did postgraduate work at 
the University of Pennsylvania and was a flight 
surgeon in the Army Air Corps in Africa and 
Italy during World War II. 

Frep L. GLenN*, Chicago, a graduate of the 
University of Illinois College of Medicine in 
1896, died April 20, aged 89. A former president 
of the Chicago Medical Association, he had 
practiced in Chicago’s Austin area over 65 years. 
He had been on the staff of West Suburban 
Hospital since its founding and served on the 
Chicago Medical Society’s membership committee 
for many years. He was a past president of the 
Austin Kiwanis Club. 

Ear L. Gooven, Chicago, a graduate of the 
Howard University College of Medicine, Wash- 
ington, D.C., in 1921, died May 26, aged 66. 

SyDNEY S. GREENSPAHN™, Chicago, a graduate 
of the Northwestern University Medical School 
in 1920, died May 4, aged 68. He had for many 
years been medical director of the Inter-In- 
surance Exchange of the Chicago Motor Club and 
was a medical consultant for other insurance 
firms and several railroads. 

Husert F. Harman, Chicago, a graduate of 
the University of Illinois College of Medicine in 
1926, died May 26, aged 65. He had been on the 
staff of the Illinois Central Hospital 30 years 
and had practiced in Chicago’s South Side over 
30 years. He was a World War I infantry veteran. 

Earte E. Henson*, retired, Princeville, a 
graduate of the Chicago College of Medicine and 
Surgery in 1912, died April 1, aged 73. 

Tuomas G. Springfield, a graduate of 
the Chicago Medical School in 1933, died May 
10, aged 69. He was a member of the American 
Association of General Practitioners and had 
practiced in Springfield since 1941. 

JosEPH F. Jaros*, retired, Tampa, Florida, 
a graduate of the Northwestern University 
Medical School in 1912, died February 25, aged 
76. He was an emeritus member of the Illinois 
State Medical Society. 

Evaene P. Kine, Waukegan, a graduate of 
the Rush Medical College in 1925, died February 
12, aged 68. A veteran of World War I, he was 
associated with St. Therese Hospital in 
Waukegan. 
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Roy W. Kuine*, Chicago, a graduate of the 
Bennett Medical College in 1913, died May 21, 
aged 70. He was a Chicago physician for almost 
50 years. 

EvizaBETH R. MiINER*, Macomb, a graduate 
of the Denver College of Medicine in Colorado, 
died March 3, aged 93. 

Ciara M. Scuunk, Blandinsville, a graduate 
of the University of Illinois College of Medicine 
in 1910, died January 7, aged 82. She was 
formerly connected with the Mountain State 
Memorial Hospital in Charleston, West Virginia. 

LeRoy H. Stoan*, retired, Duneland Beach, 
Ind., a graduate of the Rush Medical College in 
1917, died June 2, aged 68. He had been director 
of medical services at Illinois Central Hospital 
for 36 years before retiring two years ago and 
moving from Chicago to Duneland Beach. He 
was a member of the Impartial Medical Testi- 
mony Committee of the Illinois State Medical 
Society for the past two years and active on its 
Industrial Health Committee. He did _post- 
graduate study in Vienna from 1927 to 1935 
and was also at the National Hospital, London, 
Eng., during that time. In 1915 he was a fellow 
in pharmacology at Northwestern University and 
in 1937 was certified in medicine. 

He was president of the American College of 
Physicians in 1953-54 and was named a master 
in 1959. In 1956 he was chairman of the Joint 


Diabetes insipidus 


Four patients with polyuria and polydipsia 
were studied in order to make a differential 
diagnosis between diabetes insipidus and pri- 
mary functional polydipsia. Several of the tests 
recommended for such cases were performed and 
the results were analyzed critically. It was con- 
cluded that the most definitive test consists of 
administering vasopressin intravenously im- 
mediately after a period of dehydration. If the 
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Commission for Accreditation of Hospitals. He 
had been an attending physician ‘and then 
consulting physician at Cook County Hospital 
for many years and was a former clinical pro- 
fessor of medicine at the University of Illinois 
and a former associate professor of medicine at 
Rush Medical College. In addition, he had been 
a consulting physician at Copley Hospital, 
Aurora, a consultant in internal medicine at the 
VA Hospital in Hines, an associate attending 
neurologist at St. Luke’s Hospital, now 
Presbyterian-St. Luke’s, and a member of the 
American Hospital Association. 

Ricuarp Trumpauskas, Alton, a graduate 
of the University of Moscow Faculty of Medicine, 
Russia, in 1918, died January 3, aged 69. He was 
associated with the Alton State Hospital. 

ALMA 'T’. retired, Wyoming, a graduate 
of the College of Physicians and Surgeons, 
Keokuk, Iowa, in 1895, died May 15, aged 90. 
Before retiring in 1957 she had practiced in 
West Jersey and Wyoming for 62 years. She 
was cited on her 50th anniversary as a physician 
by the Illinois State Medical Society and the 
American Medical Association. In Wyoming she 
was an over 50-year member of its chapter of 
the Order of the Eastern Star, of which she 
was a past worthy matron. 


*Indicates member of Illinois State Medical Society. 


Pitressin produces a more concentrated urine 
than the dehydration, diabetes insipidus is di- 
agnosed; if not, compulsive polydipsia is di- 
agnosed. It is felt that diabetes insipidus and 
psychogenic polydipsia are related in many ways, 
but that they differ in prognosis; hence it is 
important to differentiate between them. F’. Dies, 
M.D., 8. Rangel, M.D., and A. Rivera, M.D. 
Differential Diagnosis Between Diabetes In- 
sipitus and Compulsive Polydipsia. Ann. Int. 
Med. April 1961. 
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BOOK REVIEWS 


ipEMA: MECHANISMS AND MANAGEMENT. A 
Hahnemann Symposium on Salt and Water 
Retention. Edited by John H. Moyer, M.D., 
and Morton Fuchs, M.D., $15. Pp. 833. Phila- 
delphia, W. B. Saunders Company, 1960. 
Since edema is the cardinal manifestation of 

salt and water retention in the body, it follows 
that this massive volume is dedicated to a con- 
sideration of disturbances of fluid and _ elec- 
trolytes, and that the point of view is principally 
clinical. Listed as contributors are some one 
hundred and twenty-three names of well known 
investigators and “sophisticated clinicians,” to 
borrow the phrase employed by one of the more 
sophisticated contributors. The material dealt 
with has been organized under eight headings. 
The first two comprise, respectively, a review 
and discussion of what is known and what may 
be conjectured about the physiology of fluid and 
electrolyte balance, and what is known and what 
has been tried in the pharmacology and thera- 
peutic use of diuretics. The remainder of the 
volume contains sections on iatrogenic edema, 
hypertension, toxemia of pregnancy and_pre- 
menstrual tension, edema of renal origin, edema 
associated with liver disease, and finally, edema 
of congestive heart failure. The papers are inter- 
spersed, from time to time, with panel discus- 
sions, often spirited, usually valuable from the 
point of view of the reader. 

The symposium as a basis for a permanent 
compilation has certain advantages. It permits 
the inclusion of multiple viewpoints, and it keeps 
the intellectual air fresh and bracing, since there 
is nothing to prevent one participant from dis- 
agreeing with another or even having conflicting 
viewpoints. The participation of many speakers 
is apt to result in the rather careful definition 
of the scope of the paper and the treatment of 
each aspect of.the subject by a speaker who not 
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only is competent in that aspect but who is pre- | 
sumably riding his preferred hobby. 

On the other hand, the symposium lends itself 
to a good deal of reiteration, particularly of in- 
troductory material, a fair amount of clearing 
of the throat as each speaker seeks to present 
himself and his subject. For the seeker after 
truth, also, versions may vary sharply enough to 
be definitely confusing—and this in a field in 
which lack of knowledge provides inevitably a 
generous increment of confusion. In this con- 
nection, the first section is by far the most 
murky, a fact which is very genially explained 
by Dr. Earl S. Barker in his introductory para- 
graph. Dr. Barker speaks of “the dauntless in- 
genuity with which the physiologists of each 
period have supplied plausible explanations for 
new observations although frequently forced to 
abandon cherished beliefs of preceding periods.” 
Of such developmental anomalies, the concept of 
the fluid compartment, that of the cell mem- 
brane and even the patriarchal concept of Star- 
ling himself, have served to keep the symposial 
ball rolling briskly, if not always straight. 

The section on physiology suffers also from the 
desire on the part of many of the contributors to 
redefine where redefinition provides rather an 
exercise than an illumination. In this section, 
also, the prolix is more prominent than else- 
where. 

The section on pharmacology opens with an 
excellent survey of the field of diuretics by Dr. 
James M. Sprague of Merck Sharp and Dohme 
Research Laboratories, after which the various 
groups of these agents are separately considered 
in terms of their chemistry, their mechanism 
of action, and their applicability. The material 
contained in this section is likely to remain 
fundamental if not completely current until such 
time as the derangement responsible for the 
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formation of the edema is mace available for 
correction, rather than only the resulting 
edematous state. 

The succeeding clinical sections are dis- 
tinguished by the experience and opinions of 
clinicians representing groups in various parts 
of the country. Thus, the body of teaching which 
is apt to develop into a local dogma is subject 
in this volume to the modification at least of 
neighboring dogmata. 

The proceedings of the Hahnemann symposi- 
um furnish in one book a readable, even though 
fairly encyclopedic, compendium of knowledge 
pertaining to edema. It seems unlikely, even in 
the present climate of scientific progress, that it 
will attain obsolescence within the next several 
years. 


Edith B. Farnsworth, M.D. 


CettuLaR Aspects oF ImMuNITy. CIBA 
Foundation Symposium. Edited by G. E. W.: 
Wolstenholme, M. B., and C. M. O’Connor. 
$10.50. Pp. 495. Boston, Little, Brown and 
Company, 1960. 

A symposium by 32 participants on the role 
of the cell in immunology. This is a highly 
technical volume of major interest to those 
laboratory workers deeply involved in the prob- 
lem of the mechanism of antibody formation and 
the nature of immunologic tolerance, and also 
those concerned with the effects of antigen anti- 
body complexes on cells. This is not a book which 
ordinarily would be suitable for the practicing 
physician. 

Guy P. Youmans, M.D. 


Sicut, A Hanppook For Layman. Roy D. 
Scholz, M.D. $3.50. Pp. 166. New York, 
Doubleday and Company, 1960. 

In most of the world a knowledge of medical 
ills and their treatment is strictly the province 
of specially trained people: physicians, herb doc- 
tors, witch doctors, and the like. Rarely, a man 
may study medicine as part of his interest in the 
humanities, but in large part the layman feels 
that the malfunctioning of his body is an area 
beyond his ken. 

Because of the spread of general education, 
this is not true in the United States. Anyone 
who can read finds dozens of articles in the lay 
press on medical practice, medical research, and 
medical economics. Unfortunately, many of these 
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articles are fragmentary and present only the 
more dramatic or even sensational aspects of dis- 
ease. It is for this reason that a book such as Dr. 
Scholz’s is most welcome. It is comprehensive 
enough to cover all the illnesses of the eye and 
does so without being alarming to the people 
most likely to read it, ie., those with eye ail- 
ments. 

In orderly fashion the author covers the anat- 
omy of the eye, the eye examination, physiologic 
variations in ocular function, and diseases of the 
eye. Pa icularly helpful are the chapters devoted 
to the visually handicapped and to the eyes of 
those in school and industry. The line drawings 
are simple and clear, and the tone quiet and free 
from “journalese.” 

This book is recommended not only to the in- 
telligent layman but to the physician as well. He 
may not only add to his store of knowledge about 
the eye, but, most important, it should improve 
his ability to communicate with the patient about 
his eye problems. 

David Shoch, M.D. 


PROGRESS IN THE TREATMENT OF FRACTURES 
AND DisLocaTions — 1950-1960. Thomas B. 
Quigley, M.D., and Henry Banks, M.D. 
$2.50. Pp. 102. Philadelphia & London, W. B. 
Saunders Company, 1960. 

This little book reviews progress in the treat- 
ment of fractures and dislocations over the past 
ten years. It treats fractures as well as some of 
the general principles of fracture management, 
including non-union, bonegrafting, open frac- 
tures. This book will serve as a ready reference by 
bringing current thought on fracture manage- 
ment to the medical profession. Of particular 
value is the bibliography consisting of 426 ref- 
erences at the end of the volume. 

The book is espeically valuable to those con- 
cerned with trauma. 

William A. Larmon, M.D. 


SuraicaL Errors AND Max 
Thorek, M.D. 5th ed. $25. Pp. 652. Philadel- 
phia, J. B. Lippincott Co., 1960. 

The fifth edition of this book has been rewrit- 
ten from previous editions with the help of 22 
collaborators. According to the senior author, 
the purpose of this volume is to point out the 
errors and the safeguards which should be 
remembered and considered in the practice of 
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surgery, for no person is so perfect in his know]- 
edge or experience that an error in opinion or 
action is not possible. 

This volume is organized so that systems, 
organs, tissues, etc. are considered individually. 
_ This could be improved by a clearer delineation 
and grouping of material. Some of the chapters 
are excellent; however, much of the volume is 
rather rambling, extended, and confusing. Treat- 
ment for specific problems is indicated, but in 
some instances this is outmoded as in the in- 
jection treatment of hernia. There are glaring 
omissions such as in the lack of discussion of 
electrolytes, both pre- and postoperative. Many 
of the illustrations are excellent, but others are 
of such poor quality that the point alluded to is 
almost completely missed. 

In this day of adequate, excellent graduate 
programs for the young physician who wishes 
to do specialty work, this book has little pur- 
pose and will not be as helpful to the student or 
practicing physician as a careful and precise 
volume of operative and postoperative care. It 
is a volume outmoded for the serious student 
and could never be adequate for the physician 
who wishes to “dabble” in surgery. 

W. Harrison Mehn, M.D. 


Bioop DisEAsEs OF INFANCY AND CHILDHOOD. 
Carl H. Smith, M.D. $17. Pp. 572. St. Louis, 
Mo., The C. V. Mosby Company, 1960. 

In the preface the author states that the pur- 
pose of the book is to present the essentials of 
pediatric hematology in concise form for the 
medical student and practitioner. The various 
blood conditions are presented against the back- 
ground of normal development of infancy and 
childhood. Subject matter is covered clearly and 
adequately. References are found at the end of 
each chapter. Emphasis is placed on the diagno- 
sis and management of the blood diseases en- 
countered in pediatric practice. 

Of special interest to the pediatrician is the 
section dealing with erythroblastosis fetalis 
(hemolytic anemia .of the newborn infant). 
Steps are outlined for the treatment of hyper- 
bilirubinemia. The author stresses the impor- 
tance of incompatibility within the ABO blood 
group system as a common cause of erythro- 
blastosis. In erythroblastosis due to ABO in- 
compatibility jaundice is frequently mild and is 
overlooked in the first day of life. The physician 
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is often confronted with unexpected hyperbili- 
rubinemia on the third or fourth day of life. To 
avoid this contingency, the ABO blood group 
and Rh typing of the mother and infant should 
be conspicuously placed on the chart and suscep- 
tible infants kept under scrutiny. 

The author includes recent contributions in 
the field of immunohematology, genetic analysis, 
electrophoretic examination, and inborn errors 
of metabolism. This book is a valuable addition 
to physicians interested in pediatric hematology. 

Eugene L. Slotkowski, M.D. 


MANAGEMENT OF HYPERTENSIVE DISEASES. 
Joseph C. Edwards, M.D. $15. Pp. 439. St. 
Louis, The C. V. Mosby Company, 1960. 
The last decade has brought forth many ef- 

fective new drugs capable of reducing the blood 
pressure and apparently of increasing the life 
span of patients with hypertension. Pharmaco- 
logic advances have made good therapy obsolete 
even before practicing physicians have learned 
its use. New books, at least fifteen within the 
decade, have appeared when their authors thought 
there was a plateau in the rapid ascent of 
knowledge of sufficient duration to justify de- 
finitive instruction for practical therapy; but at 
least until now, the book was virtually antiquated 
by the time the publisher could release it. 

Dr. Edwards shows: “The choice of drugs is 
empirical trial and error coupled with sound 
judgment and experience gained from discern- 
ing clinical observation . . . The kind, sym- 
pathetic approach of the physician helps im- 
mensely in the process of management of the 
hypertensive patient, who is an individual and 
should be treated as such.” He has succeeded 
admirably well in supplying up-to-date informa- 
tion, referring to literature within a few months 
of the publication date, October 31, 1960. Over 
1,600 selected references to other recent pub- 
lications are included. 

The book is written “for- the busy physician 
in practice who wants the latest information on 
the treatment of hypertension and guidance in 
selecting proper medication for a particular pa- 
tient.” It searches deeply enough into the sub- 
ject to be suitable for senior residents and prac- 
ticing specialists in internal medicine. It is dif- 
ficult reading, unsuitable for hasty scanning. 
A great abundance of statistical data interrupts 
the text. The few errors in text, resulting in all 
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likelihood from the desire to provice current in- 
struction during a maelstrom of progress, are 
fairly easy for the discriminating reader to iden- 
tify and are not likely to endanger patients. 
Inevitably, only a short time is likely to elapse 
before revision will be necessary. 

William H. Wehrraacher, M.D. 


CARDIOVASCULAR Dynamics. Robert F. Rushmer, 
M.D. $12.50. Pp. 503. Philadelphia, W. B. 
Saunders Company, 1961. 

This book is an extensive revision and en- 
largement of a well known text, previously pub- 
lished under the title Cardiac Diagnosis. It is in- 
tended mainly for medical students, but intern- 
ists and cardiologists will derive great pleasure 
and obtain considerable information by reading 
it. 

The components of the cardiovascular system 
are presented in terms of their structure, func- 


tion, and control, both under normal conditions : 


and in various diseases. Chapter 1 is partly de- 
voted to the study of flow through various seg- 
ments of the circulatory system, a topic which 
the author has personally studied. The descrip- 
tion of the function of capillaries, lymphatics, 
and veins deserves special praise because it is 
often too briefly described in similar works. 

The sequence of events during the cardiac 
cycle is illustrated by cinefluorography and 
angiocardiography, as well as by volume and 
pressure curves. The initial systolic expansion 
of the free left ventricular wall is one of the 
facts brought to light by the newer methods of 
study. 

The relation of myocardial fiber length to ven- 
tricular volume, the effect of epinephrine on the 
myocardium, the study of the heart by means of 
ultrasounds, and the analysis of ventricular per- 
formance with electronic computers, are some of 
the topics covered in Chapter 3. Chapter 4 deals 
with peripheral vascular control, Chapter 5 with 
pressure measurements. The description of elec- 
tric pressure transducers will be of great use to 
many researchers. The succeeding chapters take 
up cardiovascular response during exertion, a 
topic particularly studied by the author: the 
coronary system; and the electric activity of the 
heart. Cardiovascular sounds are discussed in 
Chapter 11, The theory that the rapid vibrations 


of the heart sounds are caused by accelerations 
and decelerations of the blood is of great inter- 
est and will undoubtedly be the source of lively 
discussions. Rheumatic and congenital heart dis- 
eases, the study of cardiac reserve, and that of 
blood volume and congestive failure complete 
this magnificent book. 

The beautiful and simple schemes presented 
to the readers are of great help in abbreviating 
the text without decreasing the clarity of ex- 


planations. 
A. A. Luisada, M.D. 


HAEMOPOIESIS: CELL PRODUCTION AND ITS REG- 
uLATION. G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., M.R.C.P. and Maeve O’Connor, 
B.A. $11. Pp. 490. Boston, Little, Brown & 
Company, 1960. 

This book contains the proceedings of a sym- 
posium on Haemopoiesis sponsored by the Ciba 
Foundation and held in England from Feb. 2-4, 
1960. Twenty-seven authorities from Europe and 
the United States participated in or attended the 
symposium with Prof. J. M. Yoffey acting as 
chairman. Sixteen papers were presented. The 
first part of the symposium deals with formation 
and development of- leukocytes with special em- 
phasis on the lymphocyte and lymphomyeloid 
system. The use of radioisotopes, tritiated thy- 
midine and tissue cultures in the study of blood 
cell formation is discussed in detail. 

The last part of the symposium is devoted to 
factors regulating red cell formation with special 
reference to the erythropoietic-stimulating fac- 
tor, or erythropoietin. Included in the subject 
matter are vitamin B,. response to blood loss, 
kinetics of erythropoiesis, humoral and other fac- 
tors controlling hemopoiesis, human urinary 
erythropoietin and induced polycythemia as a 
model for studying erythropoietic factors. 

As is to be expected, much of the material pre- 
sented has been published elsewhere. 

Very useful features of the symposium to 
workers in this field are the informal discussions 
following each presentation, the pertinent bib- 
liographies with an alphabetical index of all au- 
thors cited and the complete subject index. This 
book should be a valuable addition to the hema- 
tologist’s library. 


Howard L, Alt, M.D. 
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for Scholarships 


PREMEDICAL SCHOOL 
State Scholarships 


University of Illinois County 
Scholarships 


Merit Scholarships 


Pullman Scholarships 
(Only Cook County applicants) 


High School Scholarship Awards 


FINANCIAL AID TO MEDICAL STUDENTS IN 
ILLINOIS* 


Alexander E. Lawson 
Director of Adult and Veteran Education 
Office of Superintendent of Public 
Instruction 
Springfield 


I. E. Parett, Secretary 
Student Loan Fund Board 
Illinois Agricultural Association 
43 East Ohio Street 
Chicago 11 


Dr. Andrew H. Ryan 
Dean of Students 
The Chicago Medical School 
710 South Wolcott Avenue 
Chicago 12 


APPLY 


Illinois State Scholarship Commission 
730 Waukegan Road 
Deerfield 


County Superintendent of Schools and 
Dean of Admissions 
University of Illinois 
Urbana 


National Merit Scholarship Corporation 
1580 Sherman Avenue 
Evanston 


Educational Director 
George M. Pullman Educational 
Foundation 
168 North Michigan Avenue 
Chicago 1 


Society for Academic Achievement 
W.C.U. Building 
Quincy 
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Dr. Joseph Ceithaml 
Dean of Students 
University of Chicago School of Medicine 
5801 Ellis Avenue 
Chicago 27 


Dr. Maurice J. Galbraith 
Dean of Student Affairs 
University of Illinois College of Medicine 
1853 West Polk Street 
Chicago 12 


Dr. John A. D. Cooper 
Associate Dean 
Northwestern University School of 
Medicine 
303 East Chicago Avenue 
Chicago 11 


Dr. Thomas P. Galarneault 
Assistant Dean 
Loyola University 
Stritch School of Medicine 
706 South Wolcott 
Chicago 12 


For negro students: 
National Medical Fellowships, Inc. 
951 East 58th Street 
Chicago 37 


*Taken from Sources of Information on Financial Aid to Medical Students published by the 
Association of American Medical colleges, 2530 Ridge Avenue, Evanston. 


College catalogs have detailed information per- 
taining to their own scholarships and financial aid. 
The Tuition Plan, Inc., 347 Fifth Avenue, New York 
16, had a long term installment plan, for parents. 
Work-study plans are available in some colleges, 
details of which may be obtained from the Division 
of Higher Education, Washington 25, D.C. “Guide- 


from the 


lines for Parents of Capable Youth” published for 
the Superior and Talented Student Project of the 
North Central Association by Science Research As- 
sociates, Inc., 259 East Erie Street, Chicago 11, and 
written by Dr. Robert F. DeHaan, is another source 
of scholarship information. 
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DELADUMONE 


Squibb Testosterone Enanthate and Estradiol Valerate 
PREVENTS LACTATION AND BREAST ENGORGEMENT / just one injection at the end of the first stage 
of labor / optimally balanced, long-acting combination of gonadal steroids for easy injection through 
small-gauge needle because of low viscosity / virtually eliminates need for analgesics' / essen- 
tially eliminates withdrawal reaction and secondary breast engorgement sometimes associated 
with oral medication' / does not affect involution of uterus or restoration of normal ovarian function’. 


WES 
Squibb Quality—the Priceless Ingredient 


DELADUMONE?® is a Squibb trademark 


Supply: Each cc. of Deladumone 2X provides 180 mg. testosterone enanthate and 8 mg. estradiol valerate dissolved in sesame oil. Vials of 2 cc. Dosage: 2 cc. given 
as a single intramuscular injection preferably at the end of the first stage of labor or else immediately upon delivery. For full information see your Squibb Product 
Reference or Product Brief. References: 1.Watrous, J. B.,Jr., et al.: J.A.M.A. 169: 246 (Jan. 17) 1959. 2. Lo Presto, B., and Caypinar, E.Y.: J.A.M.A. 169:250 (Jan. 17) 1959. 
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BREED RADIUM INSTITUTE 


SUITE 633 PITTSFIELD BUILDING 
55 EAST WASHINGTON STREET 
CHICAGO 2, ILLINOIS 


TUMOR THERAPY 


J. Ernest Breep, B.S. M.D. 


Boarp CERTIFIED 


RAndolph 6-5794 


Exercise and cholesterol 


Aside from the marked increase in the con- 
sumption of saturated animal fats, there is 
probably no more profound alteration in recent 
times in this country than in the nature of our 
occupational physical activity. Mechanization, 
automation, and transport have turned most 
jobs into sedentary push-button ones. Field 
studies have revealed that the average daily 
physical energy expenditure of the modern 
farmer removes him from the category of a 
heavy worker. A large factory in Cleveland, 
Ohio, has found it necessary to institute a pro- 
gram of recess periods each afternoon so that 
the employees may engage in some sort of phys- 
ical activity in order to maintain physical fit- 
ness. Some epidemiological studies have had 
difficulty in gathering sufficient numbers of peo- 
ple engaged in heavy labor to make the studies 
statistically significant. How much this has to 
do with the increase in coronary atherosclerotic 
heart disease is still problematical. David M. 
Spain, M.D. Problems in the Study of Coronary 
Atherosclerosis in Population Groups. Ann. New 
York Acad. Sc. Dec. 8, 1960. 


treatment 
of emotional 
disorders 


For information contact 
MEDICAL DIRECTOR 
NORTH SHORE HOSPITAL 


225 SHERIDAN RD — Hillcrest 6-0211 


NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 
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e More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.* 
e More effective than a standard A.P.C. preparation for relief of moderate to severe pain.” 


Each PHENAPHEN capsule contains: Also available: 
Acetylsalicylic acid (2% gr.)...... 162mg. PHENAPHEN with CODEINE PHOSPHATE 


* Y% GR. (16.2 mg.) Phenaphen No. 2 

Ph ... 194 mg. 
PHENAPHEN with CODEINE PHOSPHATE 
Phenobarbital (14 gr.)............. ... 16.2 mg. Ye GR. (32.4 mg.) Phenaphen No.3 
Hyoscyamine sulfate ..................0.031 mg. PHHNAPHEN with CODEINE PHOSPHATE 
“1 GR. (64.8 mg.) Phenaphen No. 4 


1. Meyers, G. B.: Ind. Med. & Surg. 26:3, 1957. 2. Murray, 


R. J.: N.¥. St. J. Med. 53:1867, 1953. Bottles of 100 and 500 capsules. 
A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA 4 
Making today’s medicines with integrity. ..seeking tomorrow’s with persistence. Fe 
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Blue Shield’s efforts 


Efforts to make physicians generally aware of 
the crucial nature of Blue Shield’s situation have 
met with only moderate success. Meetings de- 
voted to the consideration of the problems of in- 
dividual Blue Shield Plans have held little inter- 
est for the average physician. Witness the pathet- 
ically small attendance at their annual business 
meetings where policies important to every 
physician are determined. There is even less con- 
cern shown for the national Blue Shield pro- 
gram. This situation, too, is taking on serious 
proportions because if participating plans are 
not standardized failure would seem inevitable. 

It is doubtful if many articles appearing in 
medical journals about voluntary health insur- 
ance are widely read by doctors. At least this is 
the impression one gains in listening to small 
groups of physicians when they discuss the sub- 
ject. 


Again, time is of the essence where voluntary 


health insurance is concerned. Medical leaders 
know it. They are trying desperately with more 
or less effectiveness to meet the demands of the 
people through voluntary methods, but they 


1220 DEWEY AVENUE 


WAUWATOSA 13, WISCONSIN 

4 A DYNAMICALLY ORIENTED HOSPITAL FOR THE 

, TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 


need the support of greater numbers of the pro- 
fession. 

What are the objectives of forward-looking 
Blue Shield leaders and their supporters? Brief- 
ly, they are the establishment of standards to 
which all of the plans will adhere, general adher- 
ence to the service principle ; broadening of bene- 
fits to meet the demands of the people; a much 
closer liaison between National Association of 
Blue Shield Plans and the American Medical 
Association; and, finally, a cohesive national 
organization having a far more significant in- 
fluence in dealing with this country’s prepaid 
medical care problems than in the past. In & Out 
of Focus By the Observer. Med. Ann. District 
of Columbia. December 1960. 


Thyroid therapy during pregnancy 


Numerous miscarriages have been observed in 
patients in whom the BEI or PBI levels either 
fail to rise during pregnancy or remain at a 
suboptimal level. Thyroid therapy improves the 
salvage of pregnancy in many of these cases. 
Ralph C. Benson, M.D. Treatment of Thyrotoz- 
icosis During Pregnancy. GP. December 1960. 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients uired an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


The NORBURY SANATORIUM 


JACKSONVILLE, ILLINOIS INCORPORATED and LICENSED 
For the Treatment of Nervous and Mental Disorders 
FRANK GARM NORBURY, M.D., Medical Director 
Address THE NORBURY SANATORIUM, Jacksonville, Illinois 


Communications 


Personal injury suits 


Since many patients with head injuries be- 
come involved in litigation, usually personal 
injury suits, and since verdicts in such civil 
suits are largely determined by medical testi- 
mony, the physician becomes secondarily in- 
volved on the side of both the plaintiff and the 
defendant. The differentiation of organic and 
psychic symptoms, although somewhat artificial, 
may be helpful to both lawyers and doctors in 
considering disability, prognosis, and rehabili- 
tation. The plaintiff’s attorney may find relevance 
in the fact of two diagnoses, two types of dis- 
ability. It may be of interest to the defendant’s 
attorney that not all symptoms following head 
injury are necessarily organic and permanently 
disabling, but that some are functional reversible. 
Assuredly, the patient, the patient’s family, and . ‘ 
the doctor should be in learn- I figured make a little 
ing which symptoms are amenable to sound psy- 
chological handling and _ rehabilitation, and 
which may be irreversible. Herbert C. Modlin, 
M.D. Psychological Reactions te Head Injuries. 
Nebraska M. J. May 1961. 


| DR. BROWN | 


extra pin money. 


Devoted to Medical Psychiatry 


for the active treatment of 
Mental and Nervous Disorders 


| BLUE CROSS Member Hospital | 


ALCOHOLISM Treated by Comprehensive 
Medical-Psychiatric Methods 


2828 S. Prairie Avenue 
Chicago 16, Ill. J. DENNIS FREUND, M.D., F.A.P.A. 


Medical Director 


Victory 2-1650 
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you can count on 


TAQ 


triacetyloleandomycin 


IN SUMMER INFECTIONS 


OF SKIN AND SOFT TISSUE (SUCH AS IMPETIGO, INFECTED WOUNDS) 


DUE TO SUSCEPTIBLE ORGANISMS 


against the pathogen—Tao extends the Gram-positive 
spectrum of usefulness to include many staphylococci resistant 
to one or more of the commonly used antibiotics. 


for the patient—Tao narrows the spectrum of side effects by 
avoiding many allergic reactions and changes in intestinal bac- 
terial balance. 


Tao performance in clinical practice: ‘The results [in 81 
cases]. . show that triacetyloleandomycin is an effective antibiotic 
and that it is especially so against pathogenic staphylococci... .”"! 
“Results with triacetyloleandomycin in this study [74 patients], 
therefore, corroborate those of other dermatologic investigators 
and show this antibiotic to possess a good therapeutic index and 
‘ow order of toxicity and allergic sensitivity.”’2 

Good to excellent results (with symptomatic treatment) in all of 30 
skin and/or soft tissue infections which had failed to improve or 
resolve with local treatment, incision and drainage, or debride- 
ment.3 


Precautions and side effects: The use of antibiotics may oc- 
casionally permit overgrowth of nonsusceptible organisms. A re- 
sistant infection or superinfection requires re-evaluation of the 
natient’s therapy. This preparation should be discontinued, and 


specific therapy and indicated supportive treatment instituted if 
such resistant infection or superinfection should appear. 


Following widespread and extensive use of TAO, mild reversible 
jaundice presumed to have been caused by the administration of 
TAO has been observed in a few pediatric patients. In these cases 
jaundice was first noticed after periods varying from 10 days to 8 
weeks of continuous treatment with the drug. When jaundice was 
first noticed, the doses employed in these children ranged from 50 
to 100 mg./kg./day, a dose which in all cases is in excess of those 
recommended. In every case the jaundice was mild and quickly 
reversible on discontinuance of medication. 


Available as Tao Capsules, 250 and 125 mg.; Ready Mixed Oral 
Suspension, 125 mg. per 5 cc.; Pediatric Drops, 100 mg. per cc. of 
reconstituted liquid; /ntramuscular or Intravenous, as oleando- 
mycin phosphate. 

References: 1. LeFebvre, M., et al.: Antibiotics Annual 1959-1960, 
New York, Antibiotica, Inc., 1960, p. 755. 2. Fisher, A. A.: Med. 
Times 88:1056 (Sept.) 1960. 3. Steller, R. E.: Antibiotic Med. & Clin. 
Therapy 7:691 (Nov.) 1960. Literature on request. 


and for nutritional support VITERRA® Vitamins and Minerals 
formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N.Y.; Division, Chas. Pfizer & Co., Inc., Science for the World’s Well-Being® 
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PLACE 


NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 


BATAVIA PHONE 
ILLINOIS TRemont 9-1520 


Classified Ads 


RATES FOR CLASSIFIED ADVERTISEMENTS — For 30 words or less: 1 
insertion, $3.00; 3 insertions, $8.00; 6 insertions, $14.00; 12 insertions, 
$24.00; from 30 to 50 words: 1 insertion, $4.00; 3 insertions, $10.50; 
6 insertions, $20.00; 12 insertions, $30.00. Extra words: 1 insertion 
10c each; 3 insertions, 25c each; 6 insertions, 40c each; 12 insertions, 
50c each. A fee of 25c is charged for those advertisers who have answers 
sent care of the Journal. Cash in advance must accompany copy. 


PHYSICIANS SEEKING LOCATIONS IN ILLINOIS — are notified to 
contact the Physician’s Placement Service in the office of the Illinois 
State Medical Society, 360 N. Michigan Ave., Chicago 1, Illinois. A 
file listing communities seeking physicians is maintained. There is no 
charge for this service of the Society. : 
WANTED: Pediatrician, OB/Gyn, Orthopedic Surgeon, Gastro enterologist, 
Allergist to join 16-man Clinic. Starting salary $16,000-$18,000. Part- 
nership status after one yr. Weber Medical Clinic, 600 E. Main St. 
Olney, Ill. ‘ 8/61 


FOR SALE: Fully equipped new office building. Reasonable. Private 
parking area for patients. Doctor was in generzi practice for 28 years. 
Town of 20,000 with 2 hospitals. Contact Box 329, c/o III. Med. 
Journal, 360 N. Michigan Ave., Chicago 1, Ill. 8/61 


PHYSICIAN — DIAGNOSIS ONLY. Travel Midwest new Mobile Medical 
Center non-profit organization. Steady employment. Salary, expenses, 
vacation. Write Medical Director, Garment Industry Medical Center, 
4046 Lindell, St. Louis 8, Mo. 


WANTED ASSOCIATE, opportunity partnership, physician licensed I\linois, 
American born, General Surgical training. Small modern town, Hill 
Burton Hospital, staff privileges. Salary open, straight or percentage. 
Busy clinic. Write Box 334, Ill. Medical Journal, 360 N. Michigan 
Ave., Chicago 1, Ill. 

ACTIVE GENERAL PRACTITIONER age 44 desires part-time position 
with an institution or small hospital for a period of about six months. 
= Box 335, Ill. Medical Journal, 360 N. Michigan Ave., Chicago 1, 
I. 


FOR SALE: Illinois. Modern radiological office, air-conditioned, lead- 
lined, diagnostic and therapy. Also suitable for Dermatologist and 


Orthopedist combined. No Dermatologist in town. Box 336, III. Medical re 


Journal, 360 N. Michigan Ave., Chicago 1, III. 


INTERNAL MEDiCing 
BSTETRi¢s 


Guess whose wife got professional 
courtesy today? 
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Advance in rabies control 


The recent development of the Flury strain 
of chick-embryo-adapted live-rabies virus by 
Koprowski is another significant advance in 
rabies control. Although this vaccine has been 
extensively and effectively used for canine in- 
oculation, it is not known whether it is safe 
and effective enough for routine human use. 
Studies by Schwab in 1954 in human subjects 
indicated that little or no virus multiplication 
occurred in man. Present evidence seems to be 
sufficient to warrant the use of Flury virus vac- 
cine for human use as a prophylactic agent for 
those subject to high risk of exposure to rabies. 
Its use for postexposure protection is indicated 
only in those who have had previous administra- 
tion of brain-tissue vaccine or in those who devel- 
op signs of sensitization. A. William Menzin, 
M.D. Current Immunization Methods and Ma- 
terials. Arch. Int. Med. March 1961. 


Space ships or nothing 


Particularly in the drug field, we have noted 
that the Soviets have failed to develop even one 
new product. This is undoubtedly true of the 
other items in this classification. By adapting 
from others they are relieved of the creative and 
technical effort plus the experimentation. Their 
claim is that a tremendous amount of human 
energy is wasted in the United States where 
hundreds of our scientists are engaged in this 
inventive process. By choosing from the hundreds 
and thousands of the best of the product pro- 


“duced in other countries to copy and produce in 


the Soviet Union, they claim they release thou- 
sands of their young scientists for work in key 
revolutionary industries which they claim will 
ensure their domination of the world. 

How like some of our own activities in phar- 
maceuticals here. The production of generic 
equivalents is a comparatively easy process; 
their use in certain of our pharmaceutical dis- 
pensaries, lends an aura of respectability to the 
producer. How unlike our respected American 
way of life! Newell Stewart. What is the Ge- 
neric Equivalent End Product? South Dakota 
J. Med. & Pharm. December 1960. 


For everything you have missed you have 
gained something else. — Emerson 
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